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Stnce the year 1893, wken I first drew attention to the persistent 
death-rate of childbirth throughout England and Wales, and in 
London and the Provinces,! I have frequently been appealed to to 
furnish data of the later years; and, though, in dealing with fever in 
childbed? before this Society in 1890, I recorded the deaths which 
had taken place in the York Road Hospital during the period then 
under review, no complete record up to the present exists in our 
Transactions. 

On the present occasion, I propose to bring both up to date, and to 
put the mortality figures both from the hospital records and from the 
returns of the Registrars General, in such a form that they can be 
readily compared; and to deal not only with the mortality of child- 
birth but also with the whole of the mortality in childbed. 

The mortality of childbirth includes the deaths from :— 

1. Puerperal septic disease, variously returned in the reports of 
the Registrars General as from puerperal septicemia, puerperal 
pyemia, phlegmasia alba dolens, and puerperal fever or metria. 

2. Accidents of childbirth returned under the heads of abortion 
and miscarriage, puerperal mania, puerperal convulsions, placenta 
previa and flooding; and other accidents of pregnancy and child- 


birth. 


The mortality in childbed includes also other incidental causes of 


* Read at a Meeting of the Obstetrical Society of London, May, 1905. 
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death occurring in connection with pregnancy and childbirth. A 
record of these causes of death is now available, and is given for 
England and Wales for the three years 1901—3, but not for the other 
divisions of the kingdom. From the hospital records, I am able to 
lay before the Society the mortality in childbed for three periods: 
1833—1860, 1861—1877, and 1879—1904 (Table A). But it is im- 
possible to state separately the mortality of childbed for the earlier 
of these periods, though it is known that puerperal septic disease was 
often rampant, and always played a prominent part in maintaining a 
high mortality. Indeed, owing to the influence of sepsis, the 
mortality, on occasion, reached an appalling figure. 


But since the hospital was re-opened in October, 1879, it has been 
possible to give the figures for puerperal sepsis, for accidents of 
childbirth, and for incidental causes; and thus to estimate separately 
the mortality in childbed and the mortality of childbirth (Table B). 


A record of the cause of death in each case is given in the form 
of an appendix (Appendix to Table B). 


A hospital possessing such reputation as the York Road Hospital 
naturally attracts an undue proportion of serious cases, and 
many of the cases are sent into hospital, not only by neighbouring 
practitioners, but sometimes even from a distance. When, as often 
happens, cases come to hospital during the course of labour, and 
after prolonged and ineffectual attempts at delivery have already 
been made, sepsis is apt to be introduced with the patient, and a fatal 
result not infrequently takes place for which the hospital cannot 
justly be held responsible. All the fatal cases which have, in this 
way, been sent in from outside, are noted in a separate column of the 
Appendix to Table B, and are also separately recorded in the two 
succeeding Tables C and D. These tables record the mortality from 
puerperal sepsis during the last 25 years, distinguishing four periods, 
according to the antiseptic in general use. 

It will be observed that for the last 16 years or more, among 8,373 
confinements, no death from sepsis has taken place, when the case has 
been dealt with throughout in hospital, but that during this time, 
four patients (Nos. 22, 33, 34 and 50 in the Appendix) sent in 
after the manner above described, have died from septic disease. 
This, I look upon, as an important fact. For, these women were 
delivered and attended by the same midwives and nurses, and 
occupied the same labour wards and lying-in wards in close 
proximity to other patients; yet, the disease failed to spread—a sure 
indication, to my mind, of the efficiency of the routine measures 
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adopted to prevent the spread of infection, and the most convincing 
proof that puerperal sepsis is essentially a preventible disease. 

The figures given in the above tables speak with greater eloquence 
than any mere words of mine, as to the excellence of the results 
which have been attained in this particular hospital. I am aware, 
and it is but fair that I should add, that such results have been 
equalled in other hospitals and maternities. 

Before dealing with the means by which such results have been 
attained, I would explain that, since I occupied the position of 
House Physician and of Physician to the out-patients at the 
York Road Hospital during the years 1883-4-5, I have been 
personally acquainted with all the arrangements. Further, I have, 
by personal inquiry and by study of the Minutes of the Managing 
Committee, and the Annual Reports, become conversant with all 
the arrangements which have existed since the re-opening of the 
hospital in October, 1879. I am now engaged, in conjunction with 
our Honorary Secretary, in compiling a short history of the 
hospital for the last 25 years; and I have searched the records 
antecedent to that date. 

The York Road Hospital is an old and, in many respects, incon- 
venient building, dating from the year 1830. Owing to the high 
mortality which usually prevailed, and which often reached 
alarming proportions, endeavours were made, by strictly limiting 
the admission of patients, and by ventilation of the wards, to improve 
the condition of the hospital. Thus, in 1841, £2,250 was spent on a 
ventilating apparatus, and year after year hundreds of pounds were, 
in addition, spent on improving and maintaining it. Even then, in 
October, 1878, Professor de Chaumont reported that he attributed the 
insanitary state of the hospital, in great measure, to defective 
ventilation. Thousands more were then spent on improving the 
apparatus; but it proved so unsatisfactory that it has been abandoned 
and recourse has been made to open windows and a fire maintained in 
an open fire-place in each ward. The net result of the endeavours 
made to improve the condition of the hospital by attempts (not very 
satisfactory) at ventilation, may be gauged by reference to Table A. 
This table shows that the mortality of the hospital from 1833 to 1860 
averaged 1 in 32 deliveries, 7.e., 3°08 per cent.; and from 1861 to 1877, 
1 in 58, 7.e., 1°69 per cent. 


No separate account of the amount of puerperal sepsis is avail- 


able, but it is known that so-called epidemics of puerperal fever were 
of frequent occurrence, and that the mortality from this cause, 
always considerable, at times became appalling. For instance, in 
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1877, out of 63 patients delivered, 9 died. In consequence, it was 
decided to close the hospital. 

After certain structural alterations, in which an attempt was 
made to improve the ventilation as above described, had been 
effected, the hospital was re-opened in October, 1879. A Committee, 
composed of the visiting staff, presided over by the present 
Lord Lister, drew up a set of antiseptic rules, which were adopted 
by the Committee of Management. These rules have, from time to 
time, been revised, but the general principles have remained the 
same. The details only have been changed. 

The result is set forth in Tables C and D, which give the 
mortality from puerperal sepsis in relation to the number of 
deliveries, in four periods, according to the general antiseptic in use. 
I dealt with this matter in detail in the paper which I read 
before this Society in 1890, to which reference has already been made. 
It is sufficient here to add that, while strictly maintaining the 
general principles of disinfection, and while endeavouring to maintain 
in the hospital a condition of rigid asepsis, by regarding every 


attendant —nurse, midwife or doctor—as a potential purveyor of 


infection, and by regarding every patient on admission as possibly 
having in and about the lower parturient passages pathogenic 
organisms, it has been found possible to abrogate many of the details 


at one time insisted upon without impairing the efficiency of the 


methods adopted. For instance, routine douching during the greater 
part of the puerperium has been given up, and the douche is now 
used once only, on the fifth day; both the labour and lying-in wards 
have been fumigated less frequently and formalin substituted for 
sulphur; the washing of the walls and furniture with carbolic lotions 


has been discontinued altogether; and more patients are now put to. 


bed in the same ward-space than formerly. But, as I explained 
before in dealing with the question of morbidity, the results obtained 
under the use of corrosive sublimate have been so satisfactory, and 
an attempt made to substitute salufer in a selected number of cases 
proved so disastrous, that my colleague and I have hesitated to adopt 
any other antiseptic in its place. 

From what one often sees, and from what one ascertains by 
inquiry into the circumstances of individual cases of failure to 


maintain an aseptic condition in private practice, I cannot help. 


thinking that failure is mainly due to a want of application of the 
fundamental principles of asepsis. It is not the fault of this or that 


antiseptic, so much as a failure to grasp the important details per-. 


taining to the use of any antiseptic, which leads to failure. As I 
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said in my previous paper: “It is not the mere use of antiseptics, 
but the method of using them, and the faithful carrying out of 
details concerning their application, which calls forth their special 
value.” Indeed, I think it highly probable, that during the first 
period of the antiseptic régime in the York Road Hospital, had the 
care at present exercised in the use of sublimate solutions, been used 
in the employment of carbolic lotions as the general antiseptic, the 
results would have been little, if anything, short of those subsequently 
attained. ) 

The use of salufer and its disastrous effect has proved a valuable 
object lesson, and a salutary warning to us not to adopt any of the 
numerous so-called antiseptics—and their name is legion—without 
a full trial of their efficiency, and a knowledge of the difficulties 
and pitfalls attendant upon their use. Not a few of the so-called 
antiseptics which have of recent years been placed upon the market, 
and extensively advertised, contain obvious chemical incompatibles. 
Others are of doubtful bactericidal potency—a mere delusion and a 
snare. I agree with Truth, that it is nothing less than a scandal 
that the sale as antiseptics of such articles should be permitted, until 
their germicidal powers have been ascertained beyond dispute. 

With reference to the possibility of preventing puerperal sepsis 
in private practice, a despairing note has recently been sounded in 
Germany,? a note which has found an echo in this country. ‘The 
profession has been invited to turn its attention to the curative 
treatment of puerperal septic diseases, on such assumption as that 
in private practice it is impossible to prevent infection from 
without, or that the source of the disease is already stored away 
inside the patient before the onset of labour, and that it cannot be 
got at, or its ravages prevented. I am firmly convinced, for the 
following reasons, that both assumptions are wrong:—I hold that 
if these diseases can be prevented in hospital, where not many years 
ago the ravages of sepsis were far in excess of private practice; where 
the patients are brought into close contact, the healthy with the 
unhealthy; where the subjects are generally drawn from the less 
better circumstanced class; and where the least promising cases 
naturally gravitate—if, under these circumstances, septic disease can 
be practically eliminated, it certainly should be possible to eliminate 
also this grave source of mortality and morbidity from private 
practice. For, in private, the circumstances are less favourable to 
its spread, most of the cases are, to all intents and purposes, isolated, 
and many of the women who suffer are in easy circumstances, and are 
placed in the midst of healthy surroundings. Yet, what do we find? 
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In Tables E and F I have ranged side by side, for purposes of 
comparison, the deaths and the mortality of childbirth and in 
childbed at the York Road Hospital for the last 25 years, and in 
England and Wales for the only three years (1901—3) for which 
complete figures are available. I commend the comparison to the 
consideration of the Society, merely asking that the far more serious 
nature of the hospital cases be borne in mind, and also that due 
allowance be made for the fact that in the hospital record are included 
many years during which the methods of combating the disease were 
admittedly imperfect. But, in spite of this, the balance shows in 
favour of the hospital on every count, with the exception of inter- 
current diseases. Deaths occurring under the head of accidents of 
childbirth are less, and from septic diseases the deaths are very 
markedly less in hospital than in private. Had the last 16 years 
only of the hospital records been taken for comparison, the difference 
under the last-mentioned heading would be enormous. For, as 
previously mentioned, the only cases of sepsis which have occurred 
during that time have been four in number, and all these four cases 
have been introduced from without. 

Now, for the cause of the difference and for the remedy. I hold 
now, as I held when I first drew attention to the persistent mortality 
of childbirth from sepsis 15 years ago, that a small proportion 
only of obstetric practice is at present in the hands of those who 
have been educated in the use of antiseptics, and even of those 
who make a practice of following out aseptic and antiseptic 
principles, but few do so in a really efficient manner. I agree with 
the weighty words which fell from the lips of our President in his 
Inaugural Address. If puerperal sepsis is to be eliminated it is 
necessary to go back to the root of the matter, and to instruct the 
student practically and under proper supervision,—as is done now, 
and for some years now has been done, in the case of the trained 
nurse and midwife, in the rudiments and essentials of asepsis, and 
to foster a true perception of the value and limitation of antiseptic 
agents; leaving the details to be varied by individual circum- 
stances, but insisting that every essential point be strictly observed. 
For, as one weak link is apt to spoil the continuity of a chain, so 
the faulty application of aseptic and antiseptic principles in a single 
detail may lead to signal disaster. 

To sum up. I have expressed, in relation to the number of 
deliveries at the York Road Hospital, the mortality in childbed for 
three different periods, ranging together over seventy years. For 
the last twenty-five years I have given a record of each fatality, 
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and I have for that period been able to differentiate,—by including 
under a separate heading all the incidental causes of death, the 
mortality of childbirth from the mortality in childbed; and, for that 
period also, I have separated the deaths from puerperal septic diseases 
from the accidents of childbirth. I have indicated the changes and 
improvements which have been effected in the hospital service during 
the whole of the period under review. I have shown the improvement 
in the condition of the hospital which has been effected, gradually at 
first, but rapidly during the use of antiseptics; and particularly I 
have shown that septic diseases have been successfully combated even 
when introduced by patients directly into the wards of the hospital. 

I have shown, on the other hand, that in obstetric practice 
generally throughout England and Wales, the mortality of childbirth 
remains persistently high, and that deaths from septic diseases have 
certainly not diminished. I have expressed my firm conviction that 
this lamentable loss of life is remediable, and that septic diseases as a 
cause of death from childbirth are preventible, and I have suggested 
the lines along which improvement can be effected by insisting on the 
practical instruction of the midwifery student, as well as midwives 
and nurses, in the essentials of asepsis and the use of antiseptics. 

Finally, as showing the variation in the mortality of childbirth 
from year to year, and how little advance, as evidenced by the 
mortality statistics, is as yet apparent in obstetric practice generally, 
I have prepared the following tables and charts. For this purpose, 
I have laid under contribution the reports of the Registrars-General. 
It may be objected that, owing to faulty registration and to defective 
death-certification, the returns are not reliable. That this objection 
may have some weight in estimating the amount of mortality, 
especially as regards puerperal sepsis (in which, for obvious reasons, 
the death returns are avowedly defective), I fully admit, but, as by 
these data it is sought to compare the mortality of one year with 
that of another, and of one part of the kingdom with another (and 
these sources of error apply to each), the result cannot be materially 
affected. In estimating the true amount of mortality, however, a 
mental correction should certainly be made for the obvious source of 
error. 

These Tables and Charts represent the mortality of childbirth for 
London, and for each division of the kingdom. The figures go back 
as far as the returns given in the reports of the Registrars General, 
and onwards to include the year 1903. I regret that it has been 
impossible to include the figures for the northern division of Great 
Britain for the same year; and the Registrar General for Scotland 
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informs me that it will yet be some months before they will be 
available. 

As in my original communication on the mortality of childbirth, 
the death-rates have been estimated according to the number of 
registered births; these, on the one hand, take no account of multiple 
pregnancies; and on the other, are exclusive of still-born children. 
The registered births provide a fairly correct index of the number 
of deliveries, so that by adopting the plan of calculating the 
death-rate in relation to them, a fair estimate can be obtained of the 
mortality associated with child-bearing; and, at any rate, the results 
year by year are strictly comparable. 

In Charts A, B, C and D, which deal respectively with London, 
England and Wales, Scotland and Ireland, the mortality for each 
year has been presented by placing upon the base line the death-rate 
from puerperal sepsis, and above this, the death-rate from accidents 
of childbirth. The distance from the base line to the upper limit 
of the diagram, accordingly measures the death-rate of childbirth 
from all causes. The total mortality, and the mortality from 
puerperal sepsis, may be read on the scale in relation to 10,000 
confinements. 

In Charts E, F and G, on the other hand, the total mortality and 
the death-rate for each year from puerperal sepsis, and from accidents 
of childbirth, are represented separately, each upon its own base, 
in such a manner as to bring into comparison the mortality for 
London, and for each division of the kingdom. 

Before preceding to consider the evidence afforded by these 
Tables and Charts, it should be mentioned that, since 1881, special 
inquiries have been instituted by the Registrar General (in England 
and Wales, but I have no information if it applies equally to Scotland 
and Ireland) in all cases where a death is returned in connection with 
pregnancy or childbirth, and doubt exists as to whether it should be 
rightly included in the deaths associated with child-bearing, either as 
a result of puerperal sepsis or of one or other of the accidents of 
childbirth. As the result of the inquiries thus instituted, an addition 
roughly estimated at one-twelfth of the return has been made. In 
instituting a comparison between the years before and after that date, 
this addition should be borne in mind. In spite of this addition, the 
Registrar General reports that even yet grave doubt exists as to the 
figures given under the head of “ Puerperal Septic Diseases” being 
regarded as fully representative of the mortality actually occurring 
under that head. 


In studying these charts it will be observed that the curve 
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representing the mortality from the accidents of childbirth has an 
undoubted tendency to follow the curve of the death-rate from septic 
diseases. This is due, doubtless, to the fact that no inconsiderable 
proportion of cases returned as dying from accidents, are complicated 
by sepsis in some form or other, and that the returns are for obvious 


reasons preferably made in such complicated cases under the head of 
“Accidents.” 


In each chart a mean has been drawn both for puerperal sepsis 
and for the mortality of childbirth from all causes, one up to the year 
1880, and the other from 1881 onwards. In Table K the mean 
mortality has been separately set out. It will be noticed that at 
certain periods, considerable deviation from the mean has taken place 
in each chart. It is possible that at these times some wide-spread 
influence may be at work to account for such variations; but that is 


a separate matter which I propose to deal with in a subsequent 
communication to the Society. 


In concluding my paper on the Morbidity of Childbirth 12 years 
ago, I said: “The reduction of puerperal mortality on any consider- 
able scale is yet a dream of the future, and it must take years before 


that dream will be fully realised. Already encouraging signs are 
apparent, in so far that the rise in the death-rate from puerperal 
fever which has taken place during the last decade in the provinces 
has not attained corresponding proportions in the metropolis. In 
London and the larger towns, where antiseptic measures are naturally 
more freely adopted, improvement may first be looked for, and that 
the provinces will shortly follow suit may be confidently anticipated.” 


The lapse of twelve years, and a study of the statistics of this 
additional period, has tended to confirm the impression to which I 
then gave utterance. It will be found that in London alone has any 
marked reduction either in the deaths from accidents or from 
puerperal sepsis taken place. It would be interesting to have the 
data from Edinburgh and for Dublin for comparison with the whole of 
Scotland and the whole of Ireland. I hope this may be supplied on 
a future occasion. 


From the tables and charts now given, the following conclusions 
are made :— 


1. The total death-rate from childbirta has not diminished either 
in England or Wales, in Scotland or in Irleand, where it is 
abnormally high, as compared with the other divisions of the 
kingdom; but in London it has declined considerably. 

2. The death-rate from accidents of childbirth has declined 
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slightly in each division of the kingdom, but is abnormally high in 
Ireland, and in London has markedly diminished. 

3. The death-rate for puerperal septic diseases has, if anything, 
shown a tendency to increase in each division of the kingdom, but in 
London it has been declining for at least the last decade. 
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Taste A.—Deliveries,.Deaths, and Death-rate in Childbed at the York 
Road (General Lying-in) Hospital for three successive periods. . 





Period. 


Deliveries. 


Deaths. 


Death-rate from all causes. 





1833 to 1860 
1861 to 1877 
1879 to 1904 


5,833 
3,773 
11,186 





180 
64 
53 

















lin 32 = 3:08 per 
lin 58 = 1°69 
lin 211 = 0°47 


cent. 
”» 








The hospital was closed for nearly two years—1878 and 1879 


TasLE B.—Deliveries, Deaths, and Death-rate in Childbed at the York 
Road (General Lying-in) Hospital for the twenty-five years 1879 


to 1904. 





Deliveries. 


Deaths (see Appendix) from 








- Accidents of Incidental 
_ childbirth. 


Al 
. causes. causes. | 





1879 
1880 
1881 
1882 
1883 
1884 
1885 
1886 
1887 
1888 
1889 
1890 
1891 
1892 
1893 
1894, 
1895 
1896 
1897 
1898 
1899 
1900 
1901 
1902 
1903 
1904 














556 
525 
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AppENDIx TO TABLE B.—Deaths in Childbed at the 
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York 


Road (General Lying-in) Hospital for the twenty-five 
years 1879 to 1904. 





Year. 


1880 








No 


Cause of Death. 


Sent in 








Pneumonia; syphilitic ulceration 
of larynx 

Eclampsia y 

Septicemia; abscess in uterine 
wall, result of injury before de- 
livery 

Mania. 

Septicemia after placenta previa‘ 

Septicemia; suppurating cyst 
(probably dermoid). Craniotomy 
and aspiration of cyst 

Septicemia 

Septicemia; phlebitis and acute 
endocarditis 

Septicemia, suppurating hema- 
toma 

Septicemia, phlebitis and acute 
endocarditis, after tedious labour 
with contracted pelvis and post- 
partum hemorrhage 

Advanced pulmonary phthisis 

Advanced pulmonary phthisis 

Mercurialism and morphism 

Septicemia, phlebitis and general 
pyemia after post-partum he- 
morrhage 

Eclampsia 

Eclampsia 

Septicemia, sloughing of soft 
parts after unsuccessful attempts 
to deliver with forceps and. ce- 
phalotripsy 

Septicemia ; hospital gangrene 

Accidental and post-partum he- 
morrhage 

Accidental and post-partum he- 
morrhage 

Accidental hemorrhage 

Septicemia; suppurative pyelitis. 
Cesarean section for contracted 
pelvis 

Cancer of uterus. Czsarean sec- 
tion after four days’ labour 

Rupture of uterus; hydrocephalic 
head 





By medical attendant. 


By medical attendant. 


From hospital district. 


By medical attendant. 


By medical attendant. 


By medical attendant. 
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APPENDIX TO TABLE B—continued. 





Cause of Death. 


Sent in. 














Heart disease, syncope, placenta 
previa 

Advanced pulmonary phthisis 

Eelampsia 

Rupture of pelvic abscess. Ceph- 
alotripsy for contracted pelvis 

Eclampsia 

Hemorrhage 
previa 

Mercurialism 

Rupture of uterus. Cephalotripsy 
for contracted pelvis 

Septicewmia after placenta previa 

Septicemia after high forceps for 
contracted pelvis 

Sudden death; probably cerebral 
apoplexy |. 

Rupture of uterus 

Acute general tuberculosis. 
carriage 

Acute yellow atrophy of liver. 
Convulsions; cephalotripsy 

Hemorrhage from placenta previa 
and uterine fibroid 

Hepatic abscess and gall-stones. 
Convulsions 

Accidental hemorrhage 

Eclampsia ; cerebral apoplexy 

Advanced pulmonary phthisis 

Eclampsia after cephalotripsy 

Eclampsia : 

Advanced pulmonary phthisis 

Tuberculous kidneys, bladder and 
vagina 

Acute lobar pneumonia 

Exhaustion following protracted 
labour with contracted pelvis 

Septicemia after protracted 
labour 

Eclampsia 

Placenta previa and post-partum 
hemorrhage 

Heart disease, syncope, placenta 
previa 


from _ placenta 


Mis- 





By medical attendant. 


From hospital district. 
By medical : attendant. 


By medical attendant. 


From hospital district: 
By medical aftendant. 


By medical attendant. 


By medical attendant. 
From hospital district. 


By medical attendant. 


By medical attendant. 


By medical attendant. 
By medical attendant. | 
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Taste C.—Deaths from Septicemia at the York Road 
(General Lying-in) Hospital during four periods in 
which different antiseptics were used. 





Deaths from septicemia. 





Period and Antiseptic. Deliveries.) Including Excluding 


those sent in.|those sent in. 





. October, 1879, to April, 1884. 
CarzBouic Acip AND ConpyY’s Fivuip 


. May, 1884, to August, 1888. 
CorRosivE SUBLIMATE 


. August to October, 1888. 
CoRROsIVE SUBLIMATE AND SALUFER 


. October, 1888, to December, 1904. 
Corrosive SUBLIMATE 


. 





October, 1879, to December, 1904. 
WHOLE ANTISEPTIC PERIOD 


| 11,186 14 8 




















* In ten of these cases sublimate solution was used entirely. 


Taste D.—Death-rate from Septicemia at the York Road 
(General Lymg-in) Hospital during four periods in 
which different antiseptics were used. 





Death-rate from septicemia. 





Period and Antiseptic. 


Including 
those sent in. 


Excluding 
those sent in. 





. October, 1879, to April, 1884. 
CaRBOLIc ACID AND Conpy’s FLuiIp 


. May, 1884, to August, 1888. 
CorgosivE SUBLIMATE 


. August to October, 1888. 
CorRkosivE SUBLIMATE AND SALUFER 


. October, 1888, to December, 1904. 
CorRosive SUBLIMATE 


lin 158 
=0'63 % 


1 in 1715 
=0°05 % 
lin 43 
=2'29% 


1 in 2068 
=0:04% 


lin 185 
=0'54% 


Lin 1715 
=0'05 % 


1 in 87 
=114% 


None 








October, 1879, to December, 1904. 
WHOLE ANTISEPTIC PERIOD 





1 in 799 
=0'12% 





———- 


1 in 1398 
=0°07% 
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TaBLE E.—Delivertes and Deaths from Puerperal Sepsis 
and Accidents of Childbirth (together giving the 
Deatus From CuiLpBrrtu), and from Incidental 
Causes occurring in connection with Pregnancy and 
Childbirth (together giving the Deatus 1n CHILDBED) 
for twenty-five years—1879 to 1904—at the York Road 
Hospital, and for three years—1901 to 1903—in 
England and Wales. 


York Road Hospital, England & Wales, 
1879—1904 1901—1903 


Deliveries and births registered ... 11,186 ... 2,818,577 


Deaths from puerperal sepsis Be xi 5,750 
‘id » accidents of childbirth , 6,706 


» FROM CHILDBIRTH S| er 12,456 
» from incidental causes «a 3,090 


» IN CHILDBED Se xs 16,046 


A statement of the fatal cases occurring in connection 
with pregnancy and childbirth in England and Wales for 
the years 1901-3 is given in the form of an Appendix to 
Table E. 

A statement of the fatal cases occurring in the York 
Road Hospital for the twenty-five years 1879—19(4 has 
already been given in the Appendix to Table B. 
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AppenDIx To TaBLe E. 


Deaths of Women in England and Wales in 1901, 1902, 
and 1908 definitely returned as either caused by, or as- 
sociated with, Pregnancy or Childbearing. 


Births in three years,1901-8 . . . . . . 2,818,577 
Deaths from puerperal sepsis. : : - ; = ; 5,750 
es » accidents of childbirth : : A ; ; ‘ 6,706 


ie » incidental causes: . es F . A 5 8,590 
»  allcauses. 2 ‘ : : c ; ‘ - 16,046 


* Cause of Death: 


Small-pox . . .  . ‘52 | Pericarditis . 
Measles... , 10 | Hypertrophy and ‘lation ; 
Scarlet fever . : : . 78 of heart . 
Influenza : : : ; Fatty degeneration of heart . 
Diphtheria. . Syncope, heart disease (not 
Pyrexia (origin uncertain) ‘ specified) : 
Entericfever. . apt ee Cerebral hemorrhage z 
—— dysentery . ‘ Apoplexy, hemiplegia 
yphilis -. NE. Laryngitis . : 
Puerperal septicemia 4212 Bronchitis . 
Puerperal pyemia'. 129 Emphysema, asthma « 
Phlegmasia alba dolens 256 [-> 5 Pleurisy. . 
Puerperalfever . 1153) | Other diséases of respiratory 
Infective endocarditis .  . system ; 
Lobar pneumonia . * Disens of mouth, pharynx . 
Bronchopreumonia «  . % | Tonsillitis ; : 
Preumonia (not defined) . Gastric ulcer . : 
Tuberculous phthisis .  . Other diseases of stomach ‘ 
Phthisis (not otherwise ” ’ | Enteritis - : 
fined) . Appendicitis . 
Tuberculous meningitis ° 4 | Intestinal bstruction 
Tuberculous peritonitis a Diseases of liver’ . 
General tuberculosis, and Diseases of thyroid body 
other tuberculous diseases Acute nephritis. ' 
Alcoholism . 5 : . Chronic Bright’s disease 
Rheumatic fever . rs Other diseases of — 
Chronic rheumatism . : system 
Malignant disease . ec Ovarian tumour . 
Purpura. . ae Uterine tumour and other 
Anemia . = s : diseases of uterus ; 
Diabetes mellitus. Abortion, miscarriage 452 
Meningitis, inflammation of Puerperal mania . 211 
brain . Puerperal convulsions 1186 
Chorea . Placenta previa, Hood- 
Epilepsy : is iss ing . F 2014 | ° 
Other ‘diseases of nervous Other accidents of preg- 
system , a ; nancy and childbirth 2844 
Valvular disease, endocar- Other causes é 
Cee eens ee ee ‘ 


- "9029 
*qz1IQp[TuO Jo 
SPLIpICoy 








Boxall: Mortality in Childbed 


Tasie F. 

Death-rate from Puerperal Sepsis and Accidents of Child- 
birth (together giving the Mortatity rrom CHILDBIRTH) 
and‘ from Incidental Causes occurring in connection 
with Pregnancy and Childbirth (together giving the 
Mortatity IN CHILDBED) for 25 years—1879-1904—at 


the York Road Hospital, and for 3 years—1901-1903— 
an England and Wales. 





York Road Hospital. | England and Wales. 
1879—1904, 1901—1903, 





Death-rate'from puerperal sepsis | 1 in 799=0:12 % | 1 in 490=0:20 % 
Death-rate from accidents of = ' 


childbirth . : : : .| 2 in 486=0°20 % | 1 in 420=0:23 % 





MortTALity OF CHILDBIRTH .| 1 in 302=0°33 % | 1 in 226=0°44% 
Death-rate from incidental 


causes. -  «. «| 1in699=014% | 1 in 785=0:12% 














MorvaitTy 1n CHILDBED 1 in 211=0°47 % | 1 in 175=0°56 % 











Taste G. 


Death-rate of Childbirth in London from Puerperal Fever 
or Metria, from Accidents of Childbirth, and from all 
Causes, estumated for 10,000 Children born alive. 


| | 





Deaths from childbirth from— | Childbirth death-rate from— 
Births, 
Ye excluding 
28.) stillborn ’ ‘ 
| children. |Puerpersl —— All | Puerperal — 
sepsis. birth. causes, sepsia. birth, E 








71,265 821 250 571 45°0 350 
72,662 258 244. 502 35°5 33°5 
74,317 199 244, 443 26°7 32°8 
77,871 180 231 411 23°1 29°6 
80,484 188 262 450 23°3 32°5 
" 83,878 140 252 392 16°6 30°0 
84,584 172 263 435 20°83 31:0 
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TaBLE G—continued. 

















Year, 

















Deaths from childbirth from— 


Childbirth death-rate from— 





Births, 

yrs amd 

stillborn . ‘ ‘ 

SSIES ues An] ant oer Age an 
sepsis. birth causes. | sepsis. | “yirth. | causes. 












1855 
1856 
1857 
1858 
1859 
1860 
1861 
1862 
1863 
1864 
1865 
1866 
1887 
1868 
1869 
1870 
1871 
1872 
1873 
1874 
1875 
1876 
1877 
1878 
1879 
1880 
1881 
1882 
1883 
1884 
1885 
1886 
1887 
1888 
1889 
1890 
1891 
1892 
1893 
1894 
1895 
1896 
1897 







































































































































































































































































1899 
1900 
1901 
1902 
1903 



































1898 . 








84,944 199 272 471 
86,833 170 246 416 
91,048 136 227 363 
88,620 | © 165 265 430 
92,556 207 257 464 
92,825 145 254 399 
96,389 | . 162 234 396 
97,418 190 241 431 
103,897 220 339 559 
102,187 261 315 576 
106,722 182 300 482 
107,992 153 316 469 
112,264 |. 157 297 454 
115,744 | © 219 275 494. 
111,930 198 259 457 
113,499 217 306 | ° 523 
112,535 182 318 500 
117,200 251 253 504 
121,100 306 326 632 
121,394 | 456 335 791 
122,875 304 324 628 
127,015 | 255 354 609 
127,257 217 289 506 
129,184 195 255 450 
134,096 194 245 439 
132,173 268 253 521 
132,674 | . 332 228 560 
133,200 287 225 512 
133,656 307 180 487 
137,495 327 193 520 
132,506 323 182 505 
133,700 279 200 479 
133,075 328 163 491 
131,080 275 169 Add 
131,487 222 166 388 
130,690 237 212 449 


134,003 222 286 508 
131,535 313 304 617 
132,975 352 335 687 
130,553 210 266 476 
133,715 208 219 420 
135,796 225 280 505 
133,618 215 229 444 
132,432 184 177 36) 
133,120 209 217 426 
130,868 169 230 399 
131,278 184 219 403 
132,810 201 210 411 


130,906 170 197 367 














23-4 | 32:0 | 55:4 
195 | 283 | 47-9 
149 | 249 | 398 
186 | 299 | 485 
223 | 277 | 501 
156 | 273 | 429 
168 | 242 | 41-0 
195 | 247 | 442 
21:1 | 326 | 538 
255 | 30°83 | 563 
170 | 281 | 451 
141 | 292 | 43-4 
139 | 264 | 40-4 
189 | 23-7 | 426 
176 | 23:1 | 408 
190 | 269 | 46 

161 | 282 | 443 
214 | 215 | 43:0 
252 | 269 | 521 
375 | 275 | 650 
247 | 263 | 511 
200 | 278 | 47-9 
170 | 227 | 397 
t50 | 197 | 348 
144 | 182 | 327 
202 | 191 | 39-4 
250 | 171 | 42:2 
215 | 168 | 38-4 
229 | 134 | 36-4 
23:7 | 140 | 378 
243 137 | 38-1 
208 | 149 | 358 
246 | 122 | 368 
209 | 128 | 33:8 
168 126 | 295 
18:1 162 | 343 
165 | 21:3 | 379 
237 | 231 | 468 
26-4 | 251 | 516 
160 | 203 | 36-4 
155 158 | 31-4 
165 | 206 | 37-1 
160 | 17:1 | 33-2 
138 | 133 | 27-2 
157 | 163 | 320 
129 | 175 | 30-4 
140 | 166 | 306 
1571 158 | 309 
129 | 150 | 280 




















Boxall: Mortality in Childbea 


-TABLE H. 


Death-rate of Childbirth in England and Wales from Puer- 
peral Fever or Metria, from Accidents of Childbirth, and 
from All Causes, estimated for 10,000 children born alive. 





Deaths from childbirth from— | Childbirth death-rate from— 





Births . 
excluding Puerperal ree All__ | Puerperal 
stillborn sepsis, birth causes. sepsis, 
children. z 


Accidents 
of child- 
birth. 





1847 539,965 784, 2442 45°2 
1848 563,059 1365 2080 369 
1849 | 578,159 1165 2174 37°6 
1850 | 593,422 1113 2139 ; 36:0 
| 1851 615,865 1009 2281 36'8 
1852 624,012 972 2275 5 36°4 
1853 612,391 795 2268 370 
1854 | 634,405 954 2055 32°3 
| 1855 635,043 1079 1900 29°9 
| 1856 657,453 1067 1821 27°6 
| 1857 663,071 836 1951 25 29°4 
| 1858 655,481 2063 oy 31°4 
| 1859 | 689,881 2258 32°7 
| 1860 | 684,048 2186 31:9 
1861 696,406 2109 30°2 
1862 712,684 2137 29'9 
1863 727,417 2433 5° 33°5 
1864 | 740,275 48¢ 2532 342 
| 1865 748,069 2480 33°2 
| 1866 | 753,870 2485 5° 32°'9 
1867 768,349 2346 30°5 
| 1868 786,858 2307 29°3 
| 1869 773,381 2102 ay 271 
1870 | 792,787 2383 F 30°0 
| 1871 797,428 2471 30°9 
| 1872 825,907 2403 29°0 
| 1873 829,778 2375 28°6 
1874 | 854,956 ; 2819 
| 1875 850,607 25 2560 
1876 887,968 23956 
| 1877 888,200 * 1999 
| 1878 891,838 i 1885 
1879 880,389 1876 
| 1880 | 881,643 1659 1833 
| 1881 883,642 2287 19410 
1882 | 889,014 2564 1960 
1883 | 890,722 2616 1892 
1884 | 906,750 2468 1879 
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Taste H—continued. 





Deaths from childbirth from— | Childbirth death-rate from— 





Births, 
excluding | Puerperal 
stillborn sepsis. 
children, 


Accidents 


Accidents 
of child. Puerperal |" o¢ child. | All 
birth. 


sepsis, birth, _ | C@uses. 





894,270 4449 22°6 
903,760 | 3877 19°9 
886,331 4160 19:2 
879,868 4160 201 
885,944 3585 19°5 
869,937 4255 26°4 
914,157 4787 30°6 
897,957 5194 316 
914,572 5950 32:0 
890,289 4775 29:2 
922,291 4219 25°6 
915,331 4561 27°3 
921,683 4.250 26-1 
923,165 4074 25°6 
928,646 4326 26:0 
927,062 4455 27:1 
929,807 4394 248 
940,509 4205 23'5 
948,271 3857 |. 23°0 
































Tasiz I. 
Death-rate of Childbirth in Scotland from Puerperal Fever 


or Metria from Accidents of Childbirth, and from All 
Causes, estimated for 10,000 Children born alive. 





Deaths from childbirth from— Childbirth death-rate from— 





Births, Accid Acci 
excluding | Puerperal pM Puerperal of child: 
stillborn sepsis. birth Sepsis. birth. 
children. Y . 





93,349 
101,822 
103,415 
104,018 
106,543 
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Taste Il—continued. 








Deaths from childbirth from— 


Childbirth death-rate from— 





Births, ‘ 
excluding | Puerperal —— 
stijlborn sepsis. birth 
-children. . 


Accidents 
of child- 
birth, 


Puerperal 
sepsis. 





1860 
1861 
1862 
1863 
1864 
1865 
1866 
1867 
1868 
1869 
1870 
1871 
1872 
1873 
1874 
1875 
1876 
1877 
1878 
1879 
1880 
1881 
1882 
1883 
1884. 
1885 
1886 
1887 
1888 
1889 
1890 
1891 
1892 
1893 
1894 
1895 
i896 
1897 
1898 
1899 
1900 
1901 
1902 





105,629 
107,009 
107,009 
109,341 
112,333 
113,070 
113,667 
114,044 
115,514 
113,354 
115,390 
116,128 
118,765 
119,700 
123,711 
123,578 
126,534 
126,822 
126,773 
125,730 
124,570 
126,171 
126,158 
124,458 
129,157 
126,100 
127,890 
124,418 
123,269 
122,783 
121,526 
125,986 
125,043 
127,110 
124,367 
126,494 
129,172 
128,877 
130,861 
130,733 
131,401 
132,192 
132,267 














31:0 
28:7 
284 
843 
33°2 
37°3 
31°3 
281 
30°6 
36'1 
33°0 
361 
32°9 
271 
35°7 
371 
29'S 

















Journal of Obstetrics and Gynecology 


TABLE J. 


Death-rate of Childbirth in Ireland from Puerperal Fever 
or Metria, from Accidents of Childbirth, and from All 
Causes, estumated for 10,000 Children born alive. 





Deaths from childbirth from— | Childbirth death-rate from— 





Births, : : ‘ 

excluding | Puerperal —— All | Puerperal —- 
stillborn sepsis, F causes. sepsis. - 
children, om, oo. 





1864 | 136,414 273 606 
1865 | 144,970 284. 644. 
1866 | 146,090 328 667 
1867 | 144,888 302 620 
1868 | 146,051 264 676 
1869 | 145,659 303 650 
1870 | 149,846 360 670 
1871 151,355 394 616 
1872 | 149,278 307 637 
1873 | 144,377 275 493 
1874 | 141,328 333 602 
1875 | 138,32 442 563 
1876 | 140,469 414 591 
1877 | 139,659 377 581 
1878 | 134,117 315 558 
1879 | 135,328 340 571 
1880 | 128,086 347 544. 
1881 } 125,847 354 462 
1882 | 122,648 407 544, 
1883 118,163 807 479 
1884 | 118,875 300 513 
1885 | 115,951 370 495 
1886 | 113,927 332 79 
1887 | 112,400 316 510 
1888 | 109,557 845 501 
1889 | 107,841 268 454 
1890 | 105,254 252 440 
1891 108,116 235 421 
1892 | 104,234 275 403 
1893 | 106,082 384 420 
1894 | 105,354. 454 412 
1895 | 106,113 821 448 
1896 | 107,641 252 427 
1897 | 106,664. 228 468 
1898 | 105,457 179 381 
1899 | 103,900 210 391 
1900 | 101,459 228 422 
1901 100,976 220 404. 
1902 101,863 220 415 
1903 | 101,831 233 340 
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TaBLe K. 


The Mean Mortality* from Childbirth and from Puerperal 
Sepsis and Accidents of Childbirth in London, England 
and Wales, Scotland, and Ireland, before 1880 and after 

1881. 





Accidents esiiaien 
f 


Puerperal 0 from all | 
sepsis. childbirth. causes, | 





Lonpon—- 
33 years (1848-1880). F d 21:2 485 
23 ,, (1881-1903) . P é 18°8 35 4 

ENGLAND AND WALES— 
34 years (1847-1880) ‘ F 17°6 48°7 
20 x (1881-1903) . ‘ ' 23°7 48°4 

ScoTLAND— 
26 years (1855-1880) . P ‘ 175 ; 498 
ye (1881-1902) . ji a 21:3 ‘ 50°0 

IRELAND— | 
17 years (1864-1880). : -|  23°4 66:0 
23° ,, (1881-1908). 5 -| 269 rg 67:1 


|. 


* Per 10,000 births. 




















Note.—In Charts I, II, IIlI, and IV puerperal sepsis 
has been placed on the base line, and, on top of it, acci- 
dents of childbirth. The upper limit of the diagram trom 
the base line represents the total mortality from child- 
birth. The upper broken line gives the mean death-rate 
from childbirth before 1880 and after 1881. The lower 
broken line gives the mean deathrate from puerperal 
sepsis before 1880 and after 1881. 

In Charts V, VI, and VII the readings are all from the 
base-line. , 
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Abdominal Hysterectomy for Severe Concealed 
Accidental Hzmorrhage.* 


By J. H. Tarcert, M.S.(Lond.), F.R.C.S. (Eng.), 
Obstetric Surgeon to Guy’s Hospital. 


As cases of concealed ante-partum hemorrhage of the grave type are 
happily very rare, and as no record of its treatment by abdominal 
hysterectomy is to be found in the Transactions of this Society, | 
have ventured to bring forward this case as a contribution to a 
subject which is still under discussion, viz., the best mode of dealing 
with this dangerous complication of pregnancy. ‘The patient, after 
being in imminent peril of her life, and having passed through a 
prolonged and stormy convalescence, has now regained her health 
and strength. 

Clinical History. A multipara, aged 34, was sent to the hospital 
in a very collapsed condition on October 19, at 4 p.m. Her friends 
stated that she had been seized with severe pain in the lower part 
of the abdomen early that morning, and that she soon became very 
faint and sick. 

It was subsequently elicited that she had had seven children, and 
with the last two gestations there had been ante-partum hemorrhage. 
On the last occasion the hemorrhage occurred at the seventh month, 
and was treated by plugging the vagina. Labour ensued, but the 
child was still-born. The patient now considered herself to be about 
six months pregnant. 

When first seen by a medical man she was very faint, and in 
great pain, for which opium was given. The os uteri admitted the 
tips of two fingers, and as there had been some external hemorrhage 
the membranes were ruptured, and a leg was brought down into the 
cervix. During the afternoon the patient again became pulseless, 
and as labour had not advanced, the vagina was plugged with gauze, 
and the woman was removed to the hospital. There had been a 
little more hemorrhage from the vagina, but there were no uterine 
contractions. 

When I first saw the patient (6 p.m.) she was lying on the left side, 
looking extremely blanched, with bloodless lips, and beads of sweat on 
her face; pulse 140, very soft and compressible. ‘The left foot of the 


* Read at the Obstetrical Society of London, April, 1905. 
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fetus was at the vulva; the vagina was plugged with gauze, and the 
abdomen was tightly bound up with a roller towel. On removal of 
the binder, the outline of the uterus was easily seen and felt, 
reaching up to the ensiform cartilage. The uterus was very tense 
and hard, and its surface was uneven. It was also tender, but not 
excessively so—possibly in consequence of the opium which had been 
given before admission. The legs were much swollen, and the urine 
was found to contain albumen. 

Five pints of saline fluid had been given at intervals per rectum, 
and most of it had been retained; but in spite of this her condition 
had not improved since admission. Those who had seen the case 
earlier in the afternoon were convinced that the uterus had enlarged 
since that time. The os uteri now admitted one finger alongside 
of the leg of the foetus, but the edge of the cervix felt like a very 
tight ring, and could not be dilated with the finger. 

Treatment. The diagnosis of concealed accidental hemorrhage 
of the gravest type was easily made. In deciding on the mode of 
treatment the following points were considered :-— 

1. That internal bleeding was still going on because of the 
recurrent attacks of fainting, and the progressive distension of the 
uterus. 

2. That owing to the enormous size of the uterus it would be very 
difficult to empty it rapidly through a small and rigid cervix. 

3. That enlargement of the os by incisions might prove dangerous 
by producing further hemorrhage difficult to control. 

4. That as rupture of the membranes and bringing down a leg 
had not excited uterine contractions, there was considerable risk of 
post-partum hemorrhage from an inactive uterus (as had actually 
occurred at previous labours), which, in her present state of extreme 
exhaustion, would certainly prove fatal. 

For these reasons abdominal hysterectomy was advised as the 
quickest method of emptying the uterus and controlling the 
hemorrhage. 

Operation. Hot compresses were applied to the abdomen while 
the preparations for laparotomy were being made. The protruding 
limb of the foetus was cut off, and the vaginal plug was removed; 
this was followed by a large gush of blood, at least half a pint in 
quantity. A median incision as in Cesarean section exposed the 
enlarged uterus; it was almost black in colour, and its surface was 
marked with hemorrhages beneath the serous coat. The uterus was 
brought outside the abdomen before being opened, and the peritoneal 
cavity was packed round with gauze rolls in order to prevent 
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infection by the uterine contents. As the membranes had been 
ruptured many hours, and the leg of the fetus had been in the 
vagina, it was thought that the uterine contents might not be sterile. 

On incising the uterus a large basinful of black clot was collected, 
representing some 3 or 4 pints of blood. The placenta seemed to be 
completely detached, and was lying below the clot. It was easily 
removed along with the foetus, and the uterus was tightly grasped by 
an assistant. The broad ligaments were now rapidly ligatured on 
each side, the peritoneum was pushed down in front, and the uterus 
removed by supra-vaginal amputation. The cut edges of the uterine 
stump were united by several interrupted catgut sutures, and the 
peritoneal flap was stitched over the stump in the usual way. While 
the abdominal incision was being closed saline fluid was injected into 
the brachial vein, and a further quantity was left in the peritoneal 
cavity. Injections of strychnine were also administered. At the 
conclusion of the operation the pulse was better than at the beginning. 
The legs were then firmly bandaged, and the lower end of the bed 
raised. 

The foetus measured 40cm., and weighed 1,360 grams (3 lbs.), 
It corresponded with about the 28th week of gestation. Unfortunately, 
the placenta and uterus were thrown away by mistake before a 
proper examination of them had been made. 

The subsequent progress of this case was by no means uneventful. 
During the first week the temperature was irregularly raised, but did 
not exceed 101°. The pulse fell very slowly from 140 to 110, and 
the face remained extremely pale. On the eighth day some pus was 
found in the urine, and on vaginal examination thickening and 
tenderness was found in the anterior fornix, though the lateral 
and posterior fornices were quite supple. The pyuria may, therefore, 
have been due to the bursting of a small parametric abscess in front 
of the cervix. 

After this, the patient improved considerably, and the pulse-rate 
and temperature both diminished. But on the twentieth day (Nov. 7) 
she developed thrombosis of the left leg. This attack came on quite 
suddenly, for she seemed much as usual in the morning. It began 
with severe pain in the left leg at 10a.m.,and the patient soon became 
very sick, almost pulseless, and collapsed. There was no pain in the 
chest, or dyspnoea, as in pulmonary embolism. The leg rapidly 
swelled; when I saw her at 3 p.m., she was extremely blanched, 
pulse 140—150, face covered with beads of sweat, but quite conscious. 
The swollen leg was of a dusky brown and livid tint, suggesting 
embolism, but a pulse could be detected in the posterior tibial artery. 
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Under appropriate treatment this attack slowly passed off, but it was 
nearly a fortnight later before the pulse-rate had fallen below 100. 
The abdominal wound had healed satisfactorily, and the patient was 
now feeling much better, and regaining strength. However, on 
November 24th (17 days after the above attack), the right leg became 
affected. The symptoms at the onset were less severe than on 
November 7th, but the attack began in the same way with severe 
pain, sickness, and rapid pulse. The right thigh quickly swelled, 
and the oedema spread into the leg. After a few days the patient 
began to improve, the swelling steadily subsided, and the temperature 
fell to normai on December 7th. The pulse-rate, however, did not 
keep below 100 until many days after the temperature had reached 
the normal line. 


Remarks. 

It is unnecessary to discuss the preliminary treatment of this 
case, which was obviously inadequate. When the patient was first 
seen in the hospital her condition seemed hopeless, and immediate 
action appeared to be the only chance of saving her life. The reasons 
for adopting abdominal hysterectomy have already been mentioned, 
but alternative measures may now be discussed. For example, 
Cesarean section would have been sufficient to remove the foetus and 
blood-clot, and might have been attended with a successful result. 
Against this operation was set our previous experience of the patient, 
that her two last confinements in the hospital had been followed 
by considerable post-partum hemorrhage. If the uterus had not 
contracted well after evacuation (and its large size from over- 
distension led one to fear that retraction would be deficient), then 
the additional loss of blood would probably have turned the scale 
against the patient. Moreover, in leaving the uterus, there was a 
decided risk of sepsis because of the vaginal manipulations that had 
been carried out during the twelve hours preceding her admission. 
The membranes had been ruptured, a leg had been brought down, 
there had been frequent examinations, and attempts at digital 
dilatation of the cervix, blood had been draining away from the 
uterus, and, finally, the vagina had been hurriedly packed owing to 
the urgency of the symptoms. The liability to septic absorption is 
greatly increased by severe hemorrhage, and the subsequent history 
of the case shows that the patient did not escape the risk of sepsis, 
even if the puerperal thrombosis be attributed mainly to the profound 
anemia and altered state of the blood. On behalf of abdominal 
hysterectomy by supra-vaginal amputation, it may be said that the 
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operation can be easily and rapidly performed in advanced gestation, 
owing to the softening of the tissues, which enables the broad 
ligaments and the pedicle of the uterus to be brought up into the 
abdominal wound, and the ligatures to be applied carefully so as to 
avoid punctures of enlarged veins. Any oozing from the cut edges 
of the broad uterine stump can be controlled by a few catgut sutures 
uniting the flaps. At this stage of the operation intravenous 
injections of saline fluid to raise the blood-pressure can be 
commenced, with the full knowledge that no further leakage will 
take place. 

If we now turn to methods of treatment by the vaginal route, it 
may be suggested that a Bossi’s dilator, or multiple incisions of the 
cervix, would have answered for the purpose of emptying the uterus. 
As a matter of fact, a Bossi’s dilator was not available at the moment, 
but even if it had been, I think the time involved in removing the 
foetus and clot would not have been lessened, the two risks of post- 
partum hemorrhage and puerperal sepsis mentioned above would 
have been present, and thére would have been a slight additional 
danger of bleeding from injury to the cervix by the instrument, and 
the introduction of the hand for clearing out the uterine cavity. The 
same remarks apply to the method of multiple incisions in the cervix. 
Lacerations of the cervix may easily extend into the lower segment 
of the uterus, and are apt to bleed freely. From their position they 
are difficult to close with sutures, and plugging with gauze is not 
always effectual. I have seen two cases of severe ante-partum 
hemorrhage treated by version, which apparently succumbed to the 
further loss from cervical injuries; and it has always seemed to me 
that patients experience a degree of “shock” from deep tears in the 
cervix such as cannot be explained by the loss of blood alone. 

There is, however, another operation by the vaginal route, which 
must certainly be mentioned—that of vaginal Cesarean section. I 
have had no personal experience of this operation, but after reading 
Dr. Fothergill’s review! of the subject of accouchement forcé, and 
the various methods now advocated, I am disposed to think that this 
would have been a suitable case for vaginal Cesarean section. Uterine 
hemorrhage could be met with hot douches and plugging; the cervical 
incision must be carefully sutured, and the risk of puerperal sepsis 
would probably not exceed that of a laparotomy. Experience will 
show whether injury to the base of the bladder or lower ends of the 
ureters has to be feared. The advantages gained by preservation of 
the uterus and its appendages, and the possibility of subsequent 
gestation, are self-evident. 


1 The Practitioner, April, 1905, p. 536. 
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Curative Operation for Procidentia Uteri. 


By E. Hastincs Tweepy, F.R.C.P.I., 
Master, Rotunda Hospital, Dublin. 


“Every gynecologist who has much hospital experience must have 
had cases of severe total prolapse of the uterus and vagina which are 
intractable to ordinary measures, cases in which no pessary can be 
retained, and in which the ordinary plastic and suspensory operations 
fail to give more than temporary relief.” 


Ries F 
Anterior. 





Posterior. 


Mackenrodt’s ligaments. 
Lacerations of ligaments. 
Sutures. 

Cervix. 


So writes Dr. Christopher Martin in a communication to the 
British Gynecological Society, which is fully published in the 
Socjety’s Journal of November, 1904. In this paper he describes his 
very radical operation for the relief of the severest forms of this 
malady. In the main it consists of the total removal of the uterus, 
together with the removal of the mucous membrane of the posterior 
and anterior vaginal wall down to the urethral orifice. The peritoneum, 
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the stumps of the broad ligaments, and the pelvic fascia are united 
in separate layers with chromicised catgut, and finally the rawed 
vaginal surfaces are brought together by sutures. 

To sum up this operation in Dr. Martin’s own words, “It is a long 
and difficult operation, and is attended with a great deal of risk to 
the patients, who are, as a rule, elderly women and often in feeble 
health. There is free hemorrhage during the course of the operation. 
There is considerable risk of wounding the bladder, the ureters, and 
the rectum. After the operation there is a good deal of shock, and 


Fic. II. 
Anterior. 


Posterior. 
Mackenrodt’s ligaments, 
Sutures. 


Cervix. 


shock in an old feeble woman is a serious matter. The convalescence 
is apt to be a tedious one, and in all my cases was complicated with 
deep-seated suppuration in the wound.” 

That such an operation should be seriously put forward as a 
means of relieving a condition not in itself dangerous is sufficiently 
surprising, but still more remarkable is the apparently favourable 
manner in which the communication appears to have been received 
by the members present at the meeting of the British Gynecological 
Society. 


This Society, of which I have the honour to be a member, exercises 
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no little influence on surgical thought throughout the British Empire, 
not alone because of the high order of merit of the work submitted 
to it, but also because of its well-informed and widely circulated 
Journal. It seems to me the plain duty of those who believe that 
surgery has at its disposal milder and more efficient methods in 
dealing with this diseased condition to raise a note of protest against 
Dr. Martin’s operation; as an alternative, I desire to bring to your 
notice an operation which, on theoretical grounds at all events, I 
cannot but believe fulfils the requirements of a complete cure. 


Fig. III. 

















Sutures. 
Cervix. 
Broad ligament. 
Broad ligament. 
Fundus. 
Vagina. 
I do not claim originality for this procedure, but cannot at present 
recall the source from which I derived my knowledge of it. It 


probably was in an epitome of current literature in one of our many 
medical journals; if, therefore, my description differs in important 
points from its author, I urge as an excuse that the procedure had to 
be evolved by me from scanty material. I have now performed the 
operation three times, and shall describe the technique as it was 
carried out on Mrs. Z., who suffered from a complete procidentia with 
an ovary prolapsed into the posterior vaginal wall, and extruded 
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through the vulva. Her health was good, and she had not passed the 
climacteric. Some days’ rest in bed, combined with the usual anti- 
septic douches, caused a cervical ulcer to heal rapidly. 

The first steps of the operation consisted in the removal of a large 
oval flap of mucous membrane from the anterior vaginal wall, com- 
bined with a transverse incision across the cervix, just below the 


Fia. IV. 


Sutures. 

Cervix. 

Broad ligament. 
Broad ligament. 
Fundus. 
Vagina. 


bladder; the latter organ was separated from the cervix and the 
abdomen opened between it and the uterus. Access to Douglas’s 
cul-de-sac was next obtained by a transverse incision made in the 
usual manner behind the cervix. These transverse incisions were 
connected at their extremities by lateral incisions as in the operation 
for vaginal hysterectomy. An assistant now pulled the cervix 
forcibly to the left side, whilst the forefinger, passed in front of, and 
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the thumb behind the broad ligament, were made to firmly grasp the 
base of this structure. 

The mucous membrane of the lateral fornix was now completely 
detached from the base of the broad ligament by means of a scissors 
curved on the flat; during this the fingers protected the uterine artery 
and ureter from injury. A similar procedure was adopted on the 
opposite side. The bases of the broad ligaments with their ruptured 
fibrous bands were now brought into clear view; these robust fibrous 
bands, known as the ligamenta transversali colli of Mackenrodt, are 
composed of dense connective tissue firmly united to the supra-vaginal 
portion of the cervix, contain unstriped muscular fibre, and constitute 
by far the most important elements in keeping the uterus from pro- 
lapsing. A curved needle carrying a fine silk suture (No. 4) was passed 
through the base of the broad ligament near its pelvic extremity, and 
the other broad ligament was treated in a similar manner. When 
these ligatures were brought together and loosely tied in front of the 
internal os, the cervix was seen to be raised upwards and backwards,— 
slung, as it were, between these reunited fibres of Mackenrodt’s 
ligaments. The loose knot was now untied so as to enable the cervix 
to be again brought down aud permit of its easy amputation. When 
this was accomplished and all hemorrhage controlled, the cervix was 


again pushed up and the threads attached to the broad ligaments at 
either side of it were tied and knotted in front of, and on a level with, 
the internal os. The broad ligaments were still further secured in 


front of the uterus by uniting them to that structure with several 
fine silk sutures. 


The fundus of the uterus with its intervening layer of peritoneum 
was next secured to the anterior vaginal wall above the urethra, and 
the further steps of the anterior colporrhaphy completed. All that 
now remained was to perform Hegar’s colpo-perinzorrhaphy and 
to unite the vaginal skin to that of the cervical mucous membrane. 
In my first and last cases I performed this operation without 
opening the peritoneal cavity. I do not, however, advise the step, 
and believe the method above described will yield the easiest and 
most satisfactory results. 

The appended diagrams, drawn by my assistant, Dr. Arthur Holmes, 
illustrate the manner in which the uterus is slung upwards and back- 
wards by the approximation of the secured bands of Mackenrodt’s 
ligaments. In conclusion, I submit that this operation, when properly 
performed, will prove in every sense a curative one: it rectifies the 
abnormal conditions answerable for the prolapse, and I sincerely 
trust it will obtain a fair trial before surgeons resort to what, in my 
opinion, is a more serious and more mutilating procedure. 
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Intra-peritoneal Rupture of the Bladder. 


By T. R. GrimspaLe, M.B. (Cantab.), 
Gynecological Surgeon, Liverpool Royal Infirmary. 


Mrs. H.P., age 26, was confined on Monday, November 21st, 1904, of her 
first child. The labour was lingering. She first had pains in 
the abdomen on Friday, November 18th, and was seen by 
Dr. Holmes, who found that she had taken some aperient, that 
the os was the size of “a threepenny bit,” and came to 
the conclusion that the pains were not uterine. He saw her again 
on Saturday, November 19th, when he found the os about the size of 
“a shilling, or larger,’ and left word with the woman nursing the 
patient to send when pains became stronger. The doctor was 
not sent for until Monday, November 2lst. He then found the 
os fully dilated, but the “anterior lip was down.” He used the 
forceps, and easily delivered the woman. The patient stated, when 
asked as to the passage of urine, that she had passed “no water” for 
two days before her delivery; the nurse, however, said “ some had 
run away during the pains.” 

After the delivery Dr. Holmes noticed that the abdomen was rather 
prominent, and percussing over the lower abdomen, found that the 
note was tympanitic. On enquiry, the patient responded that she 
was “always very full” in the abdomen. Dr. H. was not satisfied 
with the condition of the abdomen, but was unable to account for it, 
and adjusted the binder. 

On Tuesday, November 22nd, he saw her at 11 o’clock, and 
found her collapsed. She had vomited material like coffee-grounds 
frequently during the night. Her respirations were very shallow, 
frequent and sighing. Her pulse was very small and feeble, and 
quite uncountable. The abdomen was swelled, more especially over 
the lower part, suggesting to Dr. Holmes a distended bladder. 
He passed a catheter, and drew off about ten ounces of fluid, looking 
like beef-tea. He left the catheter in the bladder, and asked me to 
see the patient with him. 

When I arrived (at about one o’clock on Tuesday) I found the 
patient looking much distressed, pale and anxious; breathing shallow 
and rapid, 36 to the minute; pulse about 160. The respirations were 
almost entirely thoracic, and any attempt at deep respiration caused 
pain, chiefly located in the epigastrium. In fact, the only 





Grimsdale: Rupture of the Bladder 355 


pain she complained of was in the epigastrium. The abdomen 
moved very little on respiration; it was distended, and especially 
prominent between the umbilicus and pubes. There was dulness 
over this area, tympany above the umbilicus, and dulness in the 
flanks. On percussing one flank a thrili could be felt on the opposite 
side. The patient was too ill to try the effect of position on the 
percussion note. The catheter in the bladder was now drawing off 
clear urine, with no sign of blood. The diagnosis of rupture of the 
bladder made by Dr. Holmes was concurred in. 

The patient was removed to the Royal Infirmary at once, and the 
abdomen was opened at about four o’clock. When the peritoneum 
was exposed it bulged strongly through the wound, and when it was 
incised a very large quantity of blood-stained fluid gushed out; this 
was estimated at a gallon. When this fluid had been cleaned out 
of the peritoneum the bladder was exposed, and on its peritoneal 
surface, about 1} inches from the utero-vesical reflection was an 
oval brown discolouration, which measured ? inch from front to 
back and 1} inches from side to side. Near the centre of this 
area was a hole, which would just admit a pair of closed Spencer 
Wells forceps; urine was still escaping from the hole. The 
bruised area was cut out of the bladder, and the hole, which was 
now a large one, was sewn up with fine silk; the mucous mem- 
brane being first united, then the muscular coat, and, finally, 
the peritoneal covering was stitched across, none of the sutures 
entering the cavity of the bladder. The peritoneal cavity was now 
finally cleaned, and the abdominal wound entirely closed. A glass 
catheter was fixed in the bladder through the urethra, and the patient 
returned to bed. At the end of the operation the pulse was 140. 
The patient passed a quiet night, and the recovery was uneventful. 

The points of interest in the case are many. In the first place, 
there is the extreme rarity of the accident; so far I have been unable 
to find any similar case in any of the books I have consulted. Intra- 
peritoneal rupture of the bladder during labour must, therefore, be 
extremely rare. Then again, as far as we can make out from the 
history, the accident must have occurred in the first stage of labour, 
and this is also borne out by the situation of the bruise, which must 
have occurred when the bladder was empty, and by the microscopical 
examination of the portion of bladder removed, which was found 
to be in a state of acute inflammation. It is generally held that the 
first stage of labour is free from accident to viscera. Another point 
of interest is the unirritating effect of the urine upon the peritoneum; 
there was no peritonitis present. The peritoneum was slightly 
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injected and that was all, although the urine had, in all probability, 
been free in the peritoneal cavity for nearly four days. 


On looking up the subject of intra-peritoneal rupture of the bladder, 
all the cases that I have found have been due to falls, kicks, collisions, 
and such like accidents. I have been unable to find any reported 
case where the bladder has been nipped in labour. In rupture of 
the bladder bloody urine is withdrawn on passing the catheter; if 
the rupture is recent, the catheter left in the bladder continues to 
draw off urine containing blood; if the rupture is of some standing 
the first lot of urine drawn off is bloody, but the urine that comes 
later is clear. The absence of peritonitis in rupture of the bladder 
is interesting. In 28 cases reported by Walsham (Transactions 
of the Royal Medico-Chirurgical Society, 1895), in which 
intra-peritoneal rupture was treated by suturing, there were 9 cases 
in which there was peritonitis. Of the 28 cases, 11 recovered, and 
17 died; of the 11 that recovered, 1 showed peritonitis, and of the 
17 that died, 8 showed peritonitis; 4 of these showed a leak from the 
sutured bladder on post-mortem examination, so that only a possible 
5 had peritonitis at the time of operation out of the 28 cases. In the 
Lancet, 1893, Howard Marsh relates a case in which he operated 
80 hours after the accident, and at the time of operation no peritonitis 
was found. 


In the Annals of Surgery, 1903, Fiske Jones tabulates 54 cases 
of intra-peritoneal rupture of the bladder treated by suturing. Of 
these 26 died, and 28 recovered. Of these 54 cases, in 21 it is 
specially noted that there was “no peritonitis” at the time of 
operation; in 10 there is no mention of peritonitis; in 14 there was 
peritonitis at the operation. Of these 14, in 8 there were signs of 
peritonitis; in 1 there was slight peritonitis; in 1 acute peritonitis; 
in 2 extensive peritonitis; and in 2 peritonitis. Thus we have, in 
54 cases, 31 cases without peritonitis, and 14 cases with. In 
order to show what great improvement has been made in late 
years in the methods of operation, he has divided these cases into 
two classes—those operated upon before 1893, and those operated 
upon since. Of 32 cases before 1893, only 12 recovered; of 22 cases 
since, 15 recovered. .Death was generally due, in this series 
of 54 cases, to peritonitis, shock, or hemorrhage, the majority 
being due to peritonitis. This is very important, seeing that 
peritonitis is comparatively rarely present at the time of operation. 
Peritonitis may be induced by methods used for diagnostic purposes, 


such as the injection of fluids or air, as has been suggested, or by 
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the bladder wound being imperfectly closed, or, of course, from 
faulty methods at the time of operation. 

This is all very hopeful for the results in the future, and, no 
doubt, before long uncomplicated intra-peritoneal rupture of the 
bladder will be considered a very much less serious accident than it 
is at present, and the prognosis will be quite good. As to drainage, 
I would suggest, as a practical point in the treatment of these cases, 
that, where there is no peritonitis at the time of operation, no 
drainage need be used, or, in other words, that drainage will be 
unnecessary in certainly 70 per cent. of all cases. 
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OBSTETRICS. 


Twin Pregnancy with one Feetus in front of the other. 
Lequevx. L’Obstétrique, March, 1905. 


Tue author has brought together four cases in which the diagnosis 
was established before the labour. Sometimes the anterior, some- 
times the posterior foetus is the one engaged in the pelvic inlet. Of 
8 cases seen or collected by Budin, 4 of the anterior children were 
born first. Dr. Lequeux’s cases were all delivered with the posterior 
child presenting first. In this state of things the diagnosis is com- 
paratively easy, for it is possible to make out at least three fetal 
poles, one by vaginal examination, and two by abdominal palpation. 
Again, if the anterior foetus is lying transversely, more than two 
poles should be palpable. If, on the other hand, the anterior feetus 
be placed vertically with one pole engaged in the pelvis, the diagnosis 
is usually very difficult. The double heart beats are not always 
distinguishable; the shape of the abdomen is characteristic, as it 
projects markedly forward; and the distension of the uterus makes 
it hard and firm, so that there is difficulty in palpating through its 
walls. The excessive distension also leads commonly to edema of the 
supra-pubic tissues. 
E. H. L. Ovipwant. 


Ovarian Tumours in Pregnancy, Labour, and the Puerperium. 
Maciean. Bristol Medico-Chirurgical Journal, March, 1905. 


Ovarian disease does not afford an effective barrier to conception. 
At the same time, it does tend to produce sterility. Simpson 
estimates that, while one in ten of all married women are sterile, the 
average of sterility in married women who are affected with ovarian 
disease is one in three or four. McKerron believes that the complica- 
tion occurs something like once in every 2,500 pregnancies. ‘The 
majority of the tumours in McKerron’s series were cystic, but 
one in four, were dermoids. ‘The author records three cases which 
have occurred in his own practice, illustrating the association with 
pregnancy, labour, and the puerperium respectively. There is such 
general agreement that ovariotomy is the proper treatment, as early 
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as possible after diagnosis in all cases of ovarian tumour complicating 
pregnancy, or the puerperium, that we need not consider these two 
cases further. More interest attaches to the case complicating labour. 
The treatment adopted is thus described :—** Under chloroform 1 
attempted to push up the tumour, but was unsuccessful. ‘The 
surroundings and the untimely hour being wholly unfavourable for 
the removal of the tumour, after a thorough perchloride douche, and 
aseptic precautions, I punctured the cyst per vaginam with a curved 
trocar and cannula, and drew off about 23 pints of straw-coloured 
fluid. The tumour, now considerably reduced, could be well pushed 
up above the brim, but tended to prolapse when pressure was 
removed.” Delivery was effected with forceps, and the patient made 
an uninterrupted recovery. The tumour, which was a dermoid cyst 
of the right ovary, was removed by abdominal section three months 
later. 

In the remarks accompanying the record of the cases the proper 
treatment is summarised as follows : — 

1. Ovariotomy is the best treatment, if suitable environment and 
operative experience can be enlisted without delay. 

2. If not, reposition by judicious pressure should be attempted. 

3. If neither ovariotomy nor reposition be practicable, proceed 
without delay to aspiration, or, preferably, incision and packing with 
iodoform gauze. These measures should be followed as soon as 
possible by ovariotomy after labour. 

4. If the tumour be solid or semi-solid, and not effectively 
reducible by incision, an attempt must be made to remove it by the 
vagina or the abdomen. If this fail, Cesarean section must first be 
performed. 

5. Version is in all cases contra-indicated, as also are forceps and 
craniotomy, unless the obstruction has been removed. 

6. In performing abdominal ovariotomy, it should be remem- 
bered that room may be gained by delivering the fundus uteri 
through the wound, and a tumour may be raised out of the pelvis 
by counter-pressure per vaginam during the operation. 


R. Hamitton BE tt. 


The Treatment of Eclampsia in Pregnancy by Parathyroid 
Extract. 


Vassate (G.). Riv. crit. di Clinica Medica, March 4th, 1905. 


Proressor VAssaLE has extracted from the parathyroid glands a 
principle of great activity which he calls parathyroidin or parathyro- 
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antitoxin. He has given it in three cases of eclampsia in pregnancy 
occurring in the obstetrical clinics of Modena and Geneva. ‘The effect 
of the parathyroidin on the convulsive seizures was surprising; so 
much so, as to lead to the belief that here, as was the case with 
the thyroid treatment of myxedema, one is compelled to recognise 
a means by which it may be possible to successfully discover the 
hitherto obscure cause of eclampsia, and its specific cure. 

Vassale points out that the various theories advanced to explain 
the pathogenesis of eclampsia fit in quite well with the parathyroid 
theory. He has experimented with parathyroidin in a case of tetany 
of the well-known type in a child, and the method was rapidly 
successful. He also tried the remedy in three severe cases of epilepsy. 
In one of the cases no good resulted, but in the other two a notable 
diminution in the number of fits was cbserved, and the mental 
condition of the patients subsequently improved. 

Vassale reserves his opinion about the therapeutic value of this 
method of treatment in epilepsy till further observations are made, 
but he shows that it is rational to use parathyroidin in all the various 
forms of tetany, in exophthalmic goitre, and in some of the psychoses, 


OxipHANT NICHOLSON. 


Appendicitis and Pregnancy.’ 
Mever and others. Zentral. fiir Gyndkol., 1905. Nos. 16 and 19. 


Mever has observed three cases of pregnancy complicated with 
appendicitis : — 

Case 1. The patient was a l.-para. Labour was spontaneous. 
Four days afterwards the temperature rose to 40° C., with ileo-cecal 
pain. A very tender swelling developed under McBurney’s point. 
The fornices were free and devoid of tenderness; the lochia was not 
offensive; and the genitalia were normal. The fever subsided in 
3—4 weeks, and the patient became pregnant again one year later. 
One month before full term Dr. Oidtman performed appendectomy. 
The convalescence was smooth. Delivery at term was normal. 

Casem. The subject was a vii.-gravida. All previous pregnancies 
had been normal. On April 21st, 1903, the patient was admitted in 
the last stage of gestation. On April 27th, 1903, the temperature 
rose to 39°5° C., with severe pain in the ileo-cecal region. The pain 
and temperature were accompanied with violent sickness. On 


1. Discussion at Netherlands Gynecological Society. 
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April 28th spontaneous delivery occurred; the temperature after 
labour was 38°2° C.; 8°5 per cent. albumen was present in the urine. 
There was a red swelling in the ileo-cecal region. Oidtman 
considered the patient too weak for operation. She died three days 


later from septic peritonitis. The vermiform appendix was found 


at the autopsy to be adherent to the uterus. It was perforated, and 
there was free pus in the abdominal cavity. 

Case 11. The patient, a i.-para, was aged 23 years. Labour was 
spontaneous. The perineum, being ruptured, was united by two 
stitches. Three days later the temperature rose to 40° C., and pain 
developed in the right thigh. There was no local pain in the 
abdomen. The genitalia revealed nothing abnormal. A decoction of 
buckthorn brought away a copious offensive stool, after which the 
temperature fell, and with the subsidence of fever a tender tumour 
gradually developed in the ileo-cecal region. This was followed by 
diffuse peritonitis. The patient died on the tenth day after delivery. 
Before labour the patient was not examined. After labour, except 
the ruptured perineum, nothing else was found abnormal with the 
genitalia. This was, therefore, almost undoubtedly a case of 
appendicitis. 

These three cases are taken from a series of one thousand births; 
the author, therefore, concludes that appendicitis is a very rare and 
a very dangerous complication of pregnancy. He says the diagnosis 
is often difficult. 

Driessen had noted two cases of appendicitis in pregnancy. In 
each the attacks were recurrences; both recovered without operation, 
but in one a subsequent appendectomy was called for :— 

Case 1. The patient was aged 38 years. She had had seven 
children. The last labour was three years ago. She had always been 
healthy. In the third month of the seventh pregnancy an acute 
attack of appendicitis occurred, but it subsided in a fortnight. ‘The 
disease recurred in the seventh month, and the patient recovered. 
Three months later spontaneous delivery followed, with a normal 
puerperium. 

Cast 11. The patient was a iil.-para, aged 31 years. She bore 
her first child in April, 1898. Her first attack of appendicitis was in 
September, 1898. She recovered under expectant treatment, and in 
May, 1899, whilst three months pregnant,a second attack of appendi- 
citis occurred. The uterus was fixed in a retroflexed position, and 
there was marked parametric exudation. This underwent absorption, 
and in January, 1900, the patient gave birth to her second child. 
In January, 1901, she bore a third child at term. All labours and 
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the puerperia were normal. In May, 1901, she was seized with a 
third attack of appendicitis. Appendectomy and ventro-fixation were 
performed in June, 1901. The appendix was adherent at its tip, 
in its middle there was a stricture, and it was the seat of an 
“alveolar carcinoma.” This patient is now nine months pregnant 
with her fourth child. 

Driessen opposed Fraenkel’s advice to operate in these cases, and 
repudiated Fowler’s assertion that appendicitis invariably leads to 
abortion or premature labour. Carcinoma of the appendix is rare, but 
Neri speaks of fifteen cases, most of which were accidentally 
discovered. 

Oidtman had seen this complication of pregnancy on four 
occasions : — 

Case 1. A iii.-para, aged 34 years, was seized with fever and 
right-sided pain in the third month of gestation. Fourteen days 
after the onset of fever the os uteri was found to be dilating, and the 
membranes burst during examination. Two days later abortion 
occurred (17th August, 1902), and on August 21st an abscess was 
opened in the ileo-cecal region. On August 25th a subphrenic abscess 
was incised; on September 6th an operation for empyema thoracis was 
performed; on September 27th incision was made into an abscess 
in the left groin; on April 2nd, 1903, an acute attack of appendicitis 
set in; and on May 6th the appendix was removed by operation. 
The patient recovered. 

Case 11. Six years ago the patient had fever during puerperium. 
Three years ago she was curetted. A fortnight ago she saw blood in 
the stools, and complained of pain in the ileo-cecal region. A 
tender and sausage-shaped tumour was felt in the region of the 
appendix; this subsided with rest in bed. Six months after this 
history the patient was again admitted; she was then three months 
pregnant, and had an attack of appendicitis. Appendectomy was 
performed, with a good result. 

Case 1. A vii.-para in the sixth month of pregnancy was 
admitted with pain in the ileo-cecal region, of four days’ duration. 
There was tenderness on pressure, and a sense of resistance under 
McBurney’s point. The patient recovered under treatment by ice- 
bags. 

Case IV was a xii.-gravida, who was three months’ pregnant. She 
had pain under McBurney’s point and fever, the latter continuing for 
21 days. A swelling was felt the size of a lead-pencil in the region of 
the appendix, which was very tender. The patient recovered without 
operation. 





Current Literature: Obstetrics 363 


Oidtman, in contradiction to Meuer, considered early operation 
desirable for appendicitis during pregnancy. 

Schoemaker noted that in 80 women with appendicitis, two were 
gravid; both were unfavourable. In one he first saw the patient in 
the fifth month of gestation on the fifth day after the onset of the 
first attack. He found a large abscess in the region of the appendix, 
and the patient died of “sepsis.” In the second case he saw the 
patient on the fifth day of her illness; she was extremely ill. At the 
operation the appendix was found to be gangrenous and there was a 
small abscess. After operation abortion occurred and a retro-uterine 
abscess developed and opened into the rectum. Slow recovery 
followed. 

Van Oordt stated that four cases of appendicitis had been noted 
in Rotterdam among 10,000 pregnant women. 

Pompe van Meerdervoort had twice performed appendectomy on 
account of habitual abortion. A third case he treated successfully 
by the expectant method. 

Stratz had successfully treated this complication of pregnancy on 
three occasions by the expectant plan. 

Treub had twice treated appendicitis in pregnancy by palliative 
means with success. 

Curupert Lockyer. 


On the Question of the Justification of the Artificial Interruption 
of Pregnancy for the Purpose of Curing Psychoses. 


Pick (A.). Wien. med. Wochenschr., 1905, No. & 


we 


Tue author, after reviewing the opinions of various authorities, still 
considers that the above question is not decided. He points out the 
need of a renewed study of the whole subject by the aid of modern 
pathological methods. The chief argument that has always been 
raise1 against the induction of abortion in these cases, is that delivery 
at full time is not followed by much improvement. Pick dissents 
from this view, and lays stress on the fact that there are many 
cases on record in which the improvement following upon abortion 
has been most marked—often, indeed, of the nature of a cure. 
Whatever interpretation one chooses to put upon the factors 
responsible for the psychoses of pregnancy, it must be granted that 
their long and continuous existence must exert a harmful influence 
on the altered brain conditions underlying the psychoses. ‘Therefore, 


the correction of these factors, or, it may be, their removal, at the 
24 
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right time, may reasonably be expected to improve the condition of 
the nervous system. Hence Pick strongly advocates that a large 
proportion of such cases should be treated by the artificial interruption 
of gestation. At the same time, he recognises that there is difficulty 
in selecting those cases which are most suitable for this treatment, 
and much discrimination is needed in deciding this matter. 


OLIPHANT NICHOLSON. 


Czsarean Section following Fixation of the Uterus. 
Situ (M. A.). Amer. Jour. Obstet., April, 1905. 


Wuen performed during the child-bearing period of life, the remote 
results of uterine fixation are such as not uncommonly to give rise to 
serious symptoms. During pregnancy pain from dragging on the 
scar, intractable vomiting, and dysuria may result; whilst during 
labour severe dystocia requiring operative interference is very 
frequent. The anterior wall of the uterus is not able to expand and 
rise into the abdominal cavity, and so may constitute a veritable 
tumour, blocking the pelvic inlet; the cervix is drawn up into the 
hollow of the sacrum, or above the sacral promontory, and during 
labour does not dilate as it should, even when the pains are severe; 
while its abnormal position renders manual dilatation difficult, if 
not impossible. The abnormal development of the uterus leads also 
to mal-positions of the child, so that transverse and breech presenta- 
tions are common. 

A patient, aged 23, was submitted to the operation of ventral 
fixation of the uterus in May, 1903; she became pregnant in 
November of the same year. During her pregnancy she suffered 
from pain and nausea, but excepting for these symptoms was in good 
health. On August 12th, 1904, labour pains commenced, and the 
membranes ruptured early; the pains were severe and almost con- 
tinuous, the cervix was so high up in the pelvis that it could scarcely 
be reached by the examing finger, and showed very little tendency 
to dilate. The child lay in the transverse position, with its head to 
the right; the uterus was immovably fixed as the result of the 
previous operation, the fundus could not be raised nor the cervix 
drawn down, and as rupture seemed imminent it was decided to 
perform Cesarean section. 

“On opening the abdominal cavity, the uterus was found bound 
down in front in its lower segment and partially twisted on its axis. 
It was drawn up into the abdominal wound, and an incision made 
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into what appeared to be the fundus and anterior wall. In one place 
the uterine wall was very thin and almost transparent. The child was 
extracted easily; the placenta was firmly adherent and had to be 
forcibly detached.” 

After the wound in the uterine wall had been sewn up, attention 
was turned to the constricting band; “this was 10c.m. long, 3 c.m. 
wide, and le.m. thick. It was firmly attached to both abdominal 
wall and uterus, rendering the latter almost immovable, and when 
dissected off, the uterus sprang back into its rightful position, as 
though it had been released from a stretched elastic band. It was 
now seen that the entire expansion had been at the expense of the 
posterior and lateral walls, and that the uterine incision was entirely 
in the posterior wall; the remainder of the band was attached to the 
whole length of the old scar in the abdominal wall, showing that 
whatever operation was intended, a radical ventro-fixation was the 
result.” The recovery from the operation was uneventful, and 
mother and child were discharged on the thirtieth day. 


HERBERT WILLIAMSON. 


After Effects of using Bossi’s Dilator. 


LicHTENSTEIN (F.). Archiv fiir Gyndkol. Band 75, H. 1, S. 1. 


Tue author states that, although Bossi introduced his dilator into 
Germany in 1890, it was not put to the test for many years. 
In 1902, Leopold spoke favourably of its employment, from his 
experience in 17 cases. Ehrlich, in the same year, recorded its use 
in 30 cases, and gave it as his opinion that the dilator must be 
welcomed as supplying a want in practical obstetrics. v. Bardeleben, 
in the Archiv fiir Gyndkologie, Band 73, Heft 1, mentioned six cases 
where this instrument had produced unfavourable results, and 
considered that the dilator ought to be banished from the list of 
legitimate instruments. Lichtenstein, on the ground of an experience 
thrice as great as that recorded by v. Bardeleben, has arrived at a 
favourable impression of the uses of Bossi’s dilator. In judging 
fairly of the uses of this dilator, we must bear in mind that 
laceration of the cervix may be occasioned by the inelastic bag, and 
not infrequently occurs in spontaneous delivery. In the latter case 
over-stretching can never be the cause, but this may be produced by 
over-filling a hydrostatic dilator, or in the case of Bossi’s instrument 
by too widely dilating; or, in other words, through a fault of the 
operator. There is no doubt that a good many tears are caused 
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unnecessarily. Leopold’s advice is, “Go to work with calmness and 
patience.” Where the os is rigid and the indication for delivery is 
imperative, there is necessarily a tear. The advantage of Bossi’s 
dilator over Diihrssen’s incision is that the latter invariably means a 
scar, whereas the former may often be used without any solution 
of continuity. When a tear does result with the proper use of Bossi’s 
dilator, it certainly would have been occasioned by the employment 
of any other form of forcible dilatation. Hemorrhage is less 
excessive from a tear by Bossi’s instrument than that which follows 
Diihrssen’s incision. Anesthesia should be profound; no anesthesia 
is better than only slight narcosis. Faulty anesthesia accounted for 
the slipping of the dilator in two of v. Bardeleben’s six cases, where 
the patients were allowed to struggle. It is further noteworthy that 
in these six cases, high forceps delivery was performed in three cases, 
and internal version in one. All the six patients were primipare; 
of these one was 37, and two were 27 yearsofage. Lichtenstein records 
28 cases in which Bossi’s dilator had been used. Regarding six, 
he had failed to gather information. Three wrote to say they were 
well, and 18 were examined in Leopold’s clinic. Of these, the 
indications for rapid delivery were: in one, weak pains; in two, 
narrow pelvis; in seven, eclampsia; in one, tetanus uteri. Of the 
18 cases, there was no tear of the cervix in 11; in four cases there 
was a slight laceration of the vaginal portion; in two there was a 
large tear reaching to the vaginal attachment of the portio-vaginalis; 
in one case there was a bilateral laceration extending to the vaginai 
vault. Full details of these cases are given in the original text, 
but want of space prohibits our including them. In ten cases there 
was no bad after-effects. The remaining eight suttered from various 
ailments, such as a yellow discharge, painful defecation, and 
dyspareunia. 

v. Bardeleben puts the proportion of tears in all instrumental 
deliveries at 30 per cent.; but in Leopold’s clinic, from whence 
Lichtenstein gathers his statistics, the percentage of tears with Bossi’s 
dilator amounts to 25, and a good many of these are occasioned by 
the subsequent forceps traction, and not by the use of the dilator. 
The author is convinced that the time will come when the use of an’ 
artificial dilator like Bossi’s will diminish the frequency of the 
employment of the perforator and the cranioclast. 


CurHBERT LOCKYER. 
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Perinzotomia Mediana. 
FLeiscHMann. Wien. klin. Wochnschr., March 16th, 1905. 


TuIs paper is written to advocate the use of the median episiotomy 
incision, in place of the lateral incisions, which are commonly 
recommended. The objection to the median incision is no doubt 
based on the fear of its extending further, and ending in a complete 
tear of the perineum, while the lateral incisions are considered to 
have much less tendency to extension. Whatever may be the case 
with the first statement, it is quite certain that the second does not 
hold good. The lateral episiotomy incisions, and especially the deep 
ones, often extend, and are not unusually accompanied by perineal 
tears, giving rise to very complicated wounds, which, Kiistner has 
declared, are among the ugliest type of ruptures which he has seen. 
In rare cases the median incision may extend, but it has the advantage 
over the lateral, in that it gives more room and has cleaner edges and 
more equal surfaces. Not only has the author adopted the median 
in place of the lateral incision, but, as the result of eight years’ 
experience of it, he has considerably extended the indications for its 
use. It is often his first procedure in forceps delivery when the head 
is detained at the outlet, especially in the case of elderly primipare. 
Not infrequently, by the use of the median perineotomy with 
titgen’s manceuvre, it has been possible to save the patient from a 
forceps operation. When the head is detained at the vulva this 
incision is of most help, for by making it when a pain is at its height, 
the only hindrance to the birth of the head is removed, and if care 
is taken during the passage of the shoulders, it will be very rarely 
found that the incision has torn further. Out of 60 cases, this 
mishap happened only once to the writer of the paper, and that was 
in the case of a primipara with a large child, and a very rigid 
perineum. In any case the incision heals without disturbance. 


J. S. FArrBAIRN. 


Roéntgen Rays in Obstetrics and Gynzcology. 
Frevunp (H.). Deutsch. med. Wochnschr., April 27th, 19085. 


Pror. Freunp gives a short sketch of the use of the X-rays in 
obstetrics and gynecology in a number of the above journal, 


devoted to them in view of the tenth anniversary of their discovery. 
Though they can have nothing like the importance they bear in the 
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sister science of surgery, yet there are many occasions on which they 
can be of great use. Especially is this the case in the diagnosis of 
pregnancy, of multiple pregnancy, of extra-uterine pregnancy, and 
in the further elucidation of presentations, positions and mechanisms, 
and in the recognition of the form and size of the pelvis. With 
regard to the question of pregnancy, it is only in the second half that 
the Réntgen rays can help, but they may be of assistance in this later 
period in the differential diagnosis between pregnancy and tumour, 
or in the recognition of pregnancy complicating tumours. Most is 
to be hoped from the rays in the examination of the condition of the 
bony pelvis; in this case the examination ought to be carried out in 
the first months of pregnancy or after delivery. Many interesting 
facts may also be expected from careful investigations of the pelvis 
after symphysiotomy and pubiotomy. For the examination of 
malformed children and foetuses this method has already proved of 
great service. 

In gynecology there is a much narrower field for their application. 
Foreign bodies, calcifications and concretions may be discovered. 
For example, vesical and ureteral calculi, lithopeedion, and calcifica- 
tion or bone formation in tumours and teratomata, may be found, 
though this will not always be easy. Foreign bodies in the vagina, 
uterus or bladder are easily located. So far nothing has been proved 
of the value of the rays as a therapeutic measure. 


J. S. Farrsalrrn. 


A Case of Uterine Inversion occurring Six Days after 
Delivery. 


Ferré. L’Obstétrique, March, 1905. 


Inversion of the uterus is extremely rare in the human species, 
though it is common in horses, sheep, and goats, and especially so in 
cows. In the Maternity Hospital of Pau there is no record of any 
other previous case, though the registers have been examined since 
the foundation in 1822. 


Dr. Ferré’s case is that of a primipara, an unmarried girl of 
24 years of age, admitted in the 8th month of pregnancy. She was 
stupid and seemed prematurely old; she was found to be suffering 
from albuminuria, which cleared up with treatment. Labour came 
on at term, and proceeded naturally till the head was on the perineum, 
when no further progress was made, and the forceps was applied. 
The child was born alive, and weighed 3,900 grammes. The birth of 
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the child was followed by a considerable hemorrhage ; the placenta was 
therefore expressed. Vaginal and intra-uterine douches were given, 
but four hours later there was a large hemorrhage, which was only 
partly checked by hot vaginal douching and ergot. During the 
four days following there was a continuous oozing of blood, which 
did not, however, amount to what could be called hemorrhage. It 
was noted that the uterus was not readily defined by palpation, and 
that the distended bladder seemed to reach higher than the fundus 
uteri. On the 6th day, palpation revealed hard, rounded masses at 
the sides of the uterus, and these were taken for scybala, and massage 
along the line of the colon was ordered. As this did not produce an 
evacuation, an enema was administered; the patient then got up to 
the stool, and with a little straining, but without pain, expelled a 
large mass from the vagina. This was immediately found to be the 
inverted uterus. All efforts to reduce the inversion were unavailing, 
so on the following day the uterus was, with considerable difficulty, 
amputated. Septic infection soon set in, and the 7th day after the 
operation the onset of septic meningitis was revealed by an attack of 
hemiplegia. The patient died on the 20th day of the puerperium. 

The post-mortem examination showed the cervical stump, and 
the broad ligaments where they were ligatured, to be sloughing; 
there was a purulent basal meningitis. The uterus, which had been 
removed in two halves, required a considerable amount of force to 
revert, and when placed on a dish immediately returned to the state 
of inversion, that is, with the mucous surfaces convex. 

Dr. Ferré is of opinion that the etiology of this condition is quite 
unknown. 


E. H. L. Ovrpesanrt. 


GYNAZCOLOGY. 


Ovarian Changes Associated with Syncytial Tumours and 
Vesicular Mole. 


PaTeLuani (SERATINO). Zentral. fiir Gyndkol., 1905, No. 13. 


Parettant has collected 84 cases of polycystic degeneration 
of the corpora lutea, in connection with vesicular mole and 
chorio-epithelioma. In 44 the lutein cysts accompanied a 
vesicular mole. In 18 they were found in conjunction with chorio- 
epithelioma following vesicular disease of the chorion. In 22 cases 
there was chorio-epitheliomatous disease, but no vesicular mole. In 
about 91 per cent. of all cases the ovarian disease was bilateral. 
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Patellani states that these cases show an over-production of lutein 
tissue, and also a lutein cell displacement; and at the same time a 
disappearance of germ epithelium, and a diminution in the number 
of the ovarian follicles. Included in the above 84 cases are two of 
the four recorded by Lockyer in the February number of this 
JOURNAL, 

CuruBert Lockyer. 


Changes in the Ovaries in connection with Vesicular Mole 
and Normal Pregnancy. 


Watrart (J.). Zentral. fiir Gyndkol., 1905, No. 18. 


In No. 9 of the Zentralblatt fiir Gyndkologie for this year, Ludwig 
Seitz, in recording a case of polycystic degeneration of the ovary and 
vesicular disease of the chorion, added the result of an investigation 
he carried out on a large number of ovaries of pregnant women He 
came to the conclusion that there is no specific difference between 
the small cysts with lutein lining found in normal pregnancy and the 
much larger ones described by various authors as found in connection 
with vesicular moles. The difference is one of degree, and not of 
kind. Wallart states that he has come to the same conclusion as 
Seitz. The exception which had been taken to the six cases upon 
which Wallart had based his conclusions, was that the ovaries were 
removed from patients suffering from some grave disease. He retorts 
that such widely-differing diseases as miliary tubercle, “ brain 
affection,’ mastitis, puerperal sepsis, and recurrent endocarditis, could 
scarcely be responsible for one and the same epithelioid change in the 
cells of the thecainterna. Seitz’s material was obtained from cases of 
tubal gestation, carcinoma of the uterus, eclampsia, nephritis, 
Cesarean section, rupture of the uterus, death from intercurrent 
diseases, and others. In Wallart’s six cases, where he had examined 
the ovaries for lutein tissue, gestation had advanced to the 6th, 
8th, 9th, and in three to the 10th month; and he has since examined 
the ovaries in one case during the first half of gestation; in 
all these he noted follicles surrounded by lutein cells similar to those 
of the true corpus luteum. Wallart has further investigated the 
ovaries of cows during gestation periods ranging from the second 
week to the ninth and tenth months (the gestation period for the 
cow is 280 days). In the second week the follicles had a lining of 
lutein cells external to an intact layer of granulosa cells, and later 
on in pregnancy all stages of the “glande interstitielle de l’ovaire” 
of Bouin were present. Investigations of ovaries of gravid pigs and 
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sheep gave the same results. But it is to be noted that lutein cysts 
are not a product of gestation; they are commonly found apart from 
pregnancy; therefore all explanations as to their physiological 
function are still nothing more than hypothetical. 


CuTHBERT LOCKYER. 


Myxosarcoma of the Fallopian Tube. 
Jacoss (C.). Le Progrés Médical Belge, April 15th, 1905. 


Iv bringing forward this case the author states that he has only 
been able to find one other case of primary sarcoma of the Fallopian 
tube in the literature of the subject (Janvrin, Vew York Med. Journ., 
June, 1889), although Gottschalk, Jones, M. Sanger and E. Senger 
mention the condition as one of extreme rarity. In Janvrin’s case 
the growth was situated in the wall of the tube between the mucosa 
and the peritoneum, and was composed of muscular fibres, connective 
tissue cells, and of cells of “ very different forms.” The case described 
by the author is much more clearly of the nature of a myxo-sarcoma. 
The patient was a multipara, et. 27; menstruation was regular but 
excessive, and there was no previous history of pelvic disease, although 
a year previously she had complained of pain in the upper part of the 
waist and abdomen. The alimentary, pulmonary, cardiac, and 
urinary systems were normal. 

The uterus was small, anteverted, and fixed between two irregular 
masses filling up the lateral fornices, and palpable by deep abdominal 
pressure. Ascites was also present. The case was thought to be one 
of tuberculous peritonitis, and tuberculin was administered but with- 
out benefit. In September, 1904, the abdomen was aspirated on 
account of the ascites, and 25 litres of a yellowish-brown fluid were 
drawn off. Slight improvement followed, but aspiration was again 
necessary in November. On careful examination the masses appeared 
to have increased in size, but no other masses, such as are usually 
present in tuberculous peritonitis, could be made out. Anexploratory 
laparotomy was performed in November, 1904. 

At the operation everything was found to beadherent. The uterus 
was normal. The proximal ends of the tubes were of normal size, not 
nodular but hard. The distal halves were increased in size, form- 
ing large masses composed of soft, smooth, whitish lobules, floating 
in the ascitic fluid. The mass on the left side was about the size of 
two closed fists, that on the right side a little smaller. The substance 
of the tumour was very soft and gelatinous. The lobules separated 
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very easily and each lobule was made up of smaller ones, like a bunch 
of grapes, } to 3 millimetres in diameter. There was considerable 
hemorrhage from the pedicles of the lobules. The ovaries were three 
or four times larger than normal and were markedly cystic. 

Supra-vaginal hysterectomy was performed, and some enlarged 
lymphatic glands on each side of the sacrum were dissected out, and 
the abdomen closed. 

On microscopical examination each lobule was covered by a layer of 
ciliated epithelium, and a single layer of cylindrical cells lay under- 
neath, with here and there a layer of stratified epithelium. The proper 
tissue of the lobule was composed of fusiform S@rcomatous cells 
undergoing myxomatous degeneration. The walls of the blood- 
vessels were embryonic, and their calibre was large. The neighbour- 
ing tissues were infiltrated with embryonic cells. - 

In January, 1905, the general health of the patient was excellent, 
and the only thing noted on examination was an enlarged lymphatic 


gland felt per rectum. 
Henry SIMson. 


The Involvement of the Fallopian Tube by Growth from an 
Ovarian Cyst. 


Cornit. Bullet. et Mém. de la Soc. Anat. de Paris, February, 1905. 


THE case recorded by Cornil is one operated on by Richelot, in which 
an ovarian cyst of the ordinary multilocular variety, without papillary 
growths of any kind, was removed from the one side, and an enlarged 
and thickened Fallopian tube from the other. The tube on the side 
of the cyst was normal. The cyst contained mucoid fluid, and its 
walls were lined with cubical and cylindrical epithelium without 
papilla. The cavity of the affected tube was narrowed by a mass in 
its muscular walls, which proved to be made up of a new formation 
containing small cystic cavities. The plice of the tube projected into 
the lumen, and were covered by the usual ciliated cylindrical 
epithelium ; but at their bases were islets of small cysts which involved 
the tube wall in its whole thickness. Their walls were made up of 
fibrous tissue, and were lined with a layer of cubical or cylindrical cells 
without cilie ; their contents consisted of mucus and epithelial débris. 
In the discussion which followed the exhibition of this specimen, 
M. Chevassu argued that, as the tumour in the tube had developed on 
the opposite side to the ovarian cyst, it was more likely to be primary 
and analogous to the adenomyomata described by Recklinghausen. 


J. S. FarrBalrn. 
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Cancer of the Uterine Cervix: its Classification and Extension. 


Sampson. Albany Medical Annals, May, 1905. 


Tue writer considers that the squamous epithelioma of the cervix is 
more common than the cylindrical-celled carcinoma, and points 
out that of the 27 specimens on which his paper is based, two were 
squamous-celled, 24 cylindrical-celled, whilst in one, both varieties 
were apparently present. While the cylindrical-celled variety is less 
frequent than the other, it is more important, because it is very 
malignant, apparently running a more rapid course and forming meta- 
stases earlier than the squamous-celled variety. It is also more apt to 
arise within the cervical canal; this favours an insidious onset and 
renders its detection more difficult. The two histological varieties of 
cancer of the cervix may be in turn subdivided into groups according 
to the morphology of the growth, whether everting, i.c., vegetative; 
or inverting, 1.e., infiltrating, and the Jatter whether medullary or 
scirrhous. This classification is also of clinical importance as the 
inverting type of growth is more frequent than the everting, and more 
malignant ; also, unfortunately, its diagnosis is usually more difficult. 

A study of the specimens removed in 27 cases showed that the 
growth had extended beyond the uterus in 20 of them, and that 
in at least 12 of these 20 metastases had occurred, either in the 
parametrial or iliac lymph nodes. These studies demonstrate that 
there is no relation between the size of the primary growth and the 
presence or absence of metastases; a small growth may give rise to 
metastases, while a large one may not. Furthermore, only by the 
use of the microscope can we exclude cancer from the parametrium 
or the pelvic lymphatics; a soft parametrium may contain cancer, 
and an indurated one may be free from it. Likewise a large lymph 
node may be free from cancer, and cancer may be present in a small 
one without changing its size or consistence. 

A study of the pelvic lymph nodes has taught us that only a small 
percentage of the cases can be cured after the metastases have formed, 
because it is impossible to remove all the lymph nodes which may be 
involved in the metastases of the growth. Probably the removal of 
the pelvic lymph nodes is chiefly of prognostic value and is of little 
curative value, especially as the increase in the primary mortality 
resulting from the additional time necessary to remove them, may 
more than balance the gain in the percentage of cures caused by 
their removal. This, unfortunately, is especially true in the advanced 
cases where the more radical operations are most needed. 
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As the object of the surgeon is to cure as large a proportion as 
possible of all cases coming under his care, the most radical operation 
should be employed, and all cases operated on where there is a chance 
of cure. Under such circumstances the surgeon will find that in all 
probability the percentage of cures in cases operated on will be lower 
and the operative mortality greater, owing to the disease being 
further advanced in many cases, than if only favourable ones are 
selected, but on the other hand the percentage of cures of all cases 
seen will be higher. The writer, therefore, divides operative cases 
into two classes : — 


1. Those where the uterus is freely movable and the growth 
apparently early. 


2. Those in which the uterus is fixed from any cause (cancerous 
or non-cancerous) and its removal difficult. 


In the first class of cases the operation is relatively easy; a wide 
excision of the primary growth should be made, freeing the lower 
portions of the ureters so as to remove as much of the parametrium as 
possible, and if, after this is done, the patient is in good condition, 
then the regional lymphatic nodes may be removed, as this improves 
the chances of a cure. In the second group of cases the operation is 
difficult and the patients in poor condition; the first thing to be done 
is a wide excision of the primary growth, resecting portions of the 
bladder and rectum if necessary. The removal of the regional 
lymphatic glands may be omitted, unless the patient is in very good 
condition at the close of the operation; but we may expect to cure 
some of these cases, because adhesions and indurations are not always 
cancerous, and even in the extensive primary growths, probably at 
least 40 per cent. have not yet become disseminated, so that the wide 
excision of the primary growth alone may cure the disease. These 
cases must be chosen, for an operation is not justified unless the 
entire local growth can apparently be removed, and the patient should 
clearly understand the uncertainty and dangers of the operation. It 
should be remembered that these are the cases which are usually sent 
home to die, and in which death from cancer is 100 per cent. if not 
operated on. At the close of the first 15 years of the gynecological 
department of the Johns Hopkins Hospital, 16 women—7.e., 24 per 
cent. of the operative cases heard from, and 19 per cent. of all operated 
on—were living and well five years and longer after hysterectomy had 
been done in that hospital for carcinoma of the cervix. 


The paper contains 13 plates showing the types of uterine cancer 
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and its mode of spreading; and in the investigation of the 
27 specimens particulars are given as to the frequency of metastases 
in the pelvic lymphatic glands. 

J. S. Farrsarrn. 


Sarcomatous Transformation of a Uterine Fibroid with 
Secondary Nodules in the Lungs. 


Tovret and Lesret. Bullet. et Mém. de la Soc. Anat. de Paris, 
February, 1905. 
Tue authors report the results of the post-mortem examination of a 
woman of 53, who died after a wasting illness of 5 or 6 months. The 
menopause had occurred at 49, and until about two months before 
death there had been no loss; very severe bleeding, with the 
passage of clots, then began. A large nodular uterus was found, 
which contained both ordinary myomata and softer hemorrhagic 
tumours of very different appearance. The myomata were, for the 
most part, sub-peritoneal, whilst the softer tumours projected towards 
the cavity. In some of the latter there was a thin shell of fibroid 
tissue on the outside of the softened substance. Histologically these 
proved to be fibro-sarcomata. Secondary nodules of similar structure 
were found in the lungs. The authors do not consider the sarcomatous 
transformation of uterine fibroids to be particularly rare, but call 
attention to the fact that they can only find one case in which 


metastatic growths were discovered. 
J. S. FarrBarrn. 


Three Cases of Hemorrhage, with difficulty in Diagnosis. 
Jacoss. Le Progrés Médical Belge, April 15th, 1905. 


Ix the three cases of which the author gives an account, the necessity 
for operation seems to have been urgent, although a complete 
diagnosis was not made before operation in two of them. 

The first case was one of cancer of the uterus with pregnancy, in 
a multipara of 47. She had been confined to bed for a month, with 
severe menorrhagia, was very anemic, and presented the appearances 
characteristic of advanced cancer of the uterus. A cauliflower growth 
was found per vaginam and total abdominal hysterectomy was per- 
formed. In opening the uterus a two months’ normal fetus was 
found. The patient recovered from the operation, but died of re- 
currence nine months later. 


The second case was an extra-uterine gestation in a nullipara, 
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married eleven months. Menstruation was regular before and after 
marriage. About two months before being seen she had some 
abdominal pain, not particularly localised, which lasted about a 
fortnight. Menstruation remained regular, and although the pain 
returned at intervals it did not prevent the patient going about, nor 
did it interfere with sleep. Ten days before operation the pain got 
a little worse, some days after a normal period, and as it continued, 
the patient was examined. The abdomen was slightly distended and 
somewhat tender. Per vaginam the uterus was displaced behind the 
pubes, and the posterior fornix was filled up. There was slight 
fluctuation, and the peculiar feeling of a pelvic hamatocele was quite 
evident bimanually. Laparotomy was at once performed, and the 
abdomen was found to contain a large amount of blood clot. The 
right appendages were imbedded in a large clot, and right salpingo 
odphorectomy was performed. On examination of the specimen a 
two months’ foetus was found in the centre of the tumour. The 
tube was not ruptured, but was enormously dilated at the distal end. 
The ovary was normal. 

The last case was one of uterine fibroid complicated with 
pregnancy. The patient was a primipara, who had always had pro- 
fuse periods, but this had not given rise to any trouble. Some months 
before being seen the hemorrhage had been more severe, and there 
had been considerable pain. The general health had become much 
impaired. On examination a large, irregular fibroid, was discovered, 
and the diagnosis of a submucous fibroid, giving rise to severe 
hemorrhage was made. Supra-vaginal hysterectomy was performed, 
and on examining the specimen a three months’ foetus was found. 
Evidently the patient was aborting, but the fibroid in the uterine 
wall prevented strong contractions, and the foetus remained in utero. 


HENRY SIMSON. 


Fibromyoma of the Broad Ligament. 
Burxarp. Wren. klin. Wehnschr., April 27th, 1905. 


Burxarp records in considerable detail, two cases of growth, which 
he considers as undoubtedly originating in the broad ligament, 
and not as tumours of the uterus, subsequently losing their connection 
with that organ. The first one was removed from a woman of 53, 
who also had a tumour of the right kidney. She had severe 


hematuria, and it was for this that she sought relief. On opening 
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the abdomen a solid tumour of about the size of two fists was found 
in the right infundibulo-pelvic ligament, and entirely unconnected 
with any of the pelvic organs. The ovary of the same side was small 
and lay between the lower pole of the tumour and the uterus, 
which was lying somewhat to the left. The tumour was enucleated 
from its bed, and the enlarged right kidney afterwards removed. 
Histologically the ligamentary growth proved to be a fibro-myoma 
with a thin capsule of highly vascular connective tissue; the kidney 
tumour, of which a very complete description is given, proved to be 
of adrenal origin, and this leads the writer into a long discussion of a 
possible common origin of the two growths. He calls attention to 
the very unusual position of the growth in the ligament—instead of 
being near the uterine border, it was in the peripheral section. As 
the infundibulo-pelvic ligament in early foetal life acts as the 
peritoneal attachment of the primitive kidney, the occurrence of 
accessory adrenal bodies in this situation is easily understood; in 
spite, however, of the unusual situation of this tumour and of its 
occurring with a hypernephroma of the kidney of the same side, their 
association must be looked on as a pure coincidence as no sign of any 
epithelial structures could be found in a large number of serial 
sections which were examined for the purpose. 

The second tumour was removed from a woman of 47, who had 
observed a rapid increase in girth of the abdomen and swelling of 
the legs for one year only before her symptoms led her to seek advice. 
The abdomen was found to be filled up by a large, hard mass, reaching 
to the ensiform process; the posterior vaginal wall was pushed down 
by the lower pole of the tumour, the uterus being drawn up behind 
the symphysis pubis. At the operation the tumour, which was covered 
by large blood-vessels, was found to have developed in the ligament; 
there was no solid connection between the uterus and tumour and 
both tubes and ovaries were spread out on the front of the tumour; 
the round ligaments were normal. It was removed with the uterus 
and appendages, the whole mass weighing eight kilos. Careful 
examination showed that it had developed in the left broad Jigament, 
and that except for a few fine adhesions it was quite unconnected 
with the uterus. It was undergoing cystic change and histologically 
proved to be a fibromyoma. The author calls attention to the size of 
the tumour in the second case, as it has seldom been exceeded. 
Both patients recovered. 


J. S. FarrBarrn. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, April 5th, 1905, W. R. Daxty, M.D., F.R.C.P., 
President, in the Chair. 


Tue DEVELOPMENT AND ReETROGRESSION OF THE Corpus LuTEUM. 


A demonstration, with lantern illustrations, was given by Dr. Curuperr 
Lockyer, on the Development and Retrogression of the Corpus Luteum, 
special reference being made to the compound lutein cystomata found in 
association with vesicular mole and chorioepithelioma. This demonstration 
was an abstract of the papers on this subject which appeared in the 
January and February numbers of the JourNAu. 

Dr. H. Wiu1amson, speaking from his own observation, while agreeing 
in all essential particulars with Dr. Lockyer, looked upon the fibrinous 
lining of these cysts, not as a mere deposit of fibrin from the central 
blood-clot, but as a greatly hypertrophied membrana propria. Nor did he 
believe that the lutein cells migrate from distant corpora lutea, but that 
they arise in situ from modification of the stroma cells. He pointed out 
that the pigment lutein is not a derivative of hemoglobin, but a lipochrome. 

Dr. Buacker thought the importance of the subject was very great, and 
the corpus luteum might well be said to be the fashion at the present time. 
That an excess of lutein tissue was present in many cases of vesicular 
mole and chorion-epithelioma was certain, but that it bore any relation 
to the origin of such conditions was by no means settled. Seitz had 
examined 36 ovaries at different stages of pregnancy, and had found in 
practically all of them an excess of lutein tissue, such as Dr. Lockyer 
had described. If further observations of this kind showed that such a 
hyperplasia was to be found in all cases of normal pregnancy, then the 
view that the corpus luteum played any part in the production of either 
a vesicular mole or a chorion-epithelioma could hardly be sustained. He 
inquired if control observations had been carried out on the ovaries in 
cases of normal pregnancy, or in cases of fibroid tumours, as a very large 
series of such observations must be undertaken before it could be said 
that the presence of an excess of lutein tissue, together with a vesicular 
mole or a chorion-epithelioma, was more than a mere coincidence. 


AspominaL Hysterectomy ror Severe ConcEaLep ACCIDENTAL 
H#&MORRHAGE. 

A short communication was read by Mr. J. H. Tarcerr, who described 
the following case:—The patient, aged 34, had had seven children, and 
on the last two occasions severe ante-partum hemorrhage, Bleeding 
commenced when she was six months pregnant. The membranes were artifi- 
cially ruptured, and a leg of the foetus was brought down. As no progress 
towards delivery was made, and the patient’s condition was becoming 
worse, the vagina was plugged with gauze, and the woman was removed to 
hospital. Saline injections were given per rectum. The uterus, which 
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at first reached to the level of the navel, appeared to have become more 
distended, was irregular in outline, tense, and, in spite of the opium which 
had been given, was tender to the touch. The cervix was rigid. Supra- 
vaginal hysterectomy was decided on, as offering the quickest method of 
emptying the uterus, and of controlling the hemorrhage. Intravenous 
injection of saline fluid was given, and some was left in the peritoneal 
cavity. The pulse improved. Convalescence was complicated by a small 
parametric abscess in front of the cervix, and by thrombosis of the left leg, 
followed by thrombosis of the right. 

Dr. HANDFIELD-JonEs suggested that vaginal Cesarean section might 
with advantage have been performed in this case. 

Mr. Tarcert, in reply, said that, in the circumstances of the case, he 
considered that, by removal of the uterus, the dual risk of post-partum 
hemorrhage and of sepsis was diminished. 


Cauciriep Tumour 1n Dovucuas’s Poucn ApparENTLY UNCONNECTED WITH 
THE UTERuvs. 


Dr. A. H. N. Lewers showed this specimen, which he had removed by 
abdominal section from a woman, aged 34, who was the mother of three 
children. The tumour measured 24 by 1} by 14 inches. The surface 
was irregular, and completely calcified for a depth of !/,, inch. The 
interior was tough, and the section presented a greyish-white appearance. 
The tumour was regarded as probably a fibroid of the uterus, which had 
undergone extreme hyaline degeneration and necrosis, with calcareous 
deposit on the surface. There was nothing to indicate its previous point 
of attachment. 

Mr. Tarcerr suggested an additional source of such calcareous bodies, 
viz., enlarged appendices epiploicz ; but he considered that the size of the 
specimen shown precluded the possibility of its being a fat calculus. 


Urerine Frsroiw in a Patient, Acrp 20. 


This specimen, shown by Dr. Russe. ANprREws, was removed by 
hysterectomy from a young Jewess, at the London Hospital. She had been 
married about a year, and had had one miscarriage. On account of the 
tumour the abdomen had been opened at a special hospital four months 
previously, and the patient was given to understand that she was pregnant. 
Menstruation had continued regularly. The tumour, after the exploratory 
operation, increased rapidly in size. It was smooth and elastic, reaching 
at least half-way from the umbilicus to the ensiform cartilage. A sound 
passed 44 inches. The uterus contained one large interstitial fibroid on 
the right side, and weighed 4lbs. 50zs. The tumour had undergone 
myxomatous degeneration. 

Mr. Asan Doran asked if the ovaries had been left, as, he thought, was 
specially desirable in a patient so young. ; 

Dr. Boxaui referred to a case of soft fibroid burrowing into the left 
broad ligament, which he had removed, by operation 12 years ago, from 
a patient, 23 years of age. In that case the softening was due to cedema. 

Dr. CuLuinewortn said that, from a diagnostic point of view, it was 
important to remember that fibroids did sometimes occur in young subjects, 
and that when that took place they were often found softened by degenera- 
tion or by oedema. 

Mr. W. Ganpy mentioned a case of fibroid in a young lady of 28, which 
was expelled piecemeal after incision of the cervix. 

25 
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Dr. RusseLL ANDREWS, in reply, mentioned that both ovaries appeared 
to be healthy, and were, therefore, not removed, and that the uterine wall 
was so thin over the tumour that the case was unsuited to myomectomy. 


BRITISH GYNASCOLOGICAL SOCIETY. 
Meeting, April 18th, Dr. Witu1am ALExanpER, President, in the Chair. 


Prof. Jacoss, of Brussels, read a paper on SurcicaL INTERVENTION IN 
Cancer oF THE Urerus, with ActuaL Resutts. Surgical treatment of 
uterine cancer must have two essential objects—total ablation of infected 
organs, and removal of the neighbouring lymphatic territory. Surgeons 
are not unanimous as to the best form of treatment. Intervention must 
take place as widely as possibly from the seat of the infection, and the 
sooner done the less the chance of extension, the only chance of cure being 
early diagnosis and prompt intervention. In 13 cases of supra-vaginal 
amputation, 12 showed recurrence within one year, and one 15 months 
later. Vaginal hysterectomy was systematically performed in 81 cases, 
with an immediate mortality of 1°2 per cent., while in four years not one 
patient was alive. Abdominal hysterectomy was performed in 95 cases, 
with an immediate mortality of 6°3 per cent., and recurrence took place 
within six years in the remainder. In both varieties of cancer of the 
cervix, infection takes place through lymphatics, consequently all glands of 
parametrium and cellular tissue must be removed. Glands are invaded 
beyond the limits visible to the naked eye. The invasion of tissues and 
glands was demonstrated far from the primary growth. Cancer does not 
recur, but continues, and will not reappear if completely removed. 
Actual results appear to prove, either that cure is usually impossible, or 
our operations are imperfect. Cancer of the cervix being primarily a local 
infection, propagated by lymphatics, induces the author to advocate 
abdominal hysterectomy. Reports of five inoperable cases were given 
which improved sufficiently to permit of intervention after injection of 
Doyen’s anti-neoplasic serum. 

Prof. TayLor considered it had been well shown that cancerous deposit 
was found at a considerable distance from the point of invasion. He was 
interested in the zeference to the serum treatment, and agreed with the 
author that it was not possible to judge of results at present. 

Mr. F. Bowreman JEsseTtT gave a series of 180 cases removed by the 
vaginal method, with the exception of two or three by combined operation. 
He preferred the vaginal operation. If the sacral or lumbar glands were 
involved it made little difference which method was adopted. 

Miss Garrett ANDERSON was interested to know if the author approved 
of the abdominal rather than the vaginal route. 

Dr. Grorce Exper considered the low rate of mortality must be 
attributed to the operative dexterity of the author. 

Dr. THomas Witson considered the result of extensive abdominal 
operations were certainly no better than those by the vaginal method. 

Dr. F. J. McCann opposed the extensive operations now practised in 
carcinoma of the uterus, owing to anatomical difficulties of removal. The 
supra-vaginal method had still a place in treatment. In the vaginal 
operation he removed considerable portions of the anterior and posterior 
walls of the vagina with the cervix. 
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Dr. A. T. Hetme considered such personal experience from such an 
authority of greater value than statistics. The more extensive the 
operation the better chance the patient had from recurrence for a 
considerable time. 

Dr. Gites believed that, theoretically, the abdominal route was 
to be preferred, but while operative results remained as at present many 
would choose the vaginal method. 

Dr. CuristopHeR Martin wished for fuller details as to the author’s 
methods of performing abdominal hysterectomy. 

Miss ALpricH Buiake had practised the abdominal method for the last 
four years in cancer of the cervix. She had 15 cases, with no operative 
mortality, but most were too recent to give the final results. The 
subsequent progress was satisfactory. 

Dr. MacnaucuTon-Jones thought the author had shown the certainty 
of lymphatic invasion, the difficulty of reaching the limits of that infection, 
and that a period of five or six years must elapse before any case can be 
considered cured. He had to make 7UU sections of a lymph gland before 
finding evidence of carcinoma in one of his cases. 

Prof. Jacogss, in reply, said his paper was limited to cancer of the 
cervix, and his results after vaginal hysterectomy were discouraging. The 
results of abdominal hysterectomy with clearing out of pelvic tissue were 
unsatisfactory, but, by improving his method, he hoped for a still lower 
mortality. Finally, he urged the abandonment of vaginal in favour 
of abdominal hysterectomy in cancer of the cervix. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Ordinary Meeting held at the Medical Institution, Liverpool, March 17th, 
Dr. Luoyp Roserts in the Chair. 


Dr. A. J. Watiace (Liverpool) showed an Elevating Vaginal Director 
intended to facilitate the making of a communication between the pouch 
of Douglas and the vagina during the course of an abdominal section. The 
instrument consisted of a handle with rigid shank, bearing a flattened 
hollow tube. It was introduced by an assistant into the vagina, and 
manipulated until the posterior vaginal fornix was elevated as required 
by the operator. The cutting instrument, when employed, was prevented 
by the tube from injuring any structure other than the posterior vaginal 
wall. 

Dr. Wattace also gave the clinical features of a case of INOPERABLE 
Carcinoma Uvert, in which symptoms resembling bulbar paralysis super- 
vened. The patient was transferred to the care of Dr. W. B. Warrington, 
at the Northern Hospital. 

Dr. Warrinaton kindly exhibited sections of the affected portions of 
the nervous system, and gave an account of the further history of the case. 
When seen by him, the patient presented complete paralysis of the right 
third nerve, with wasting and immobility of the tongue and other bulbar 
symptoms. She died five days later. At the autopsy there was considerable 
cedema and excess of fluid over the cerebral surface, with shrinkage of the 
brain, but no gross lesion. The right cavernous sinus was thrombosed, 
which accounted for the palsy of the eye muscles. A careful microscopical 
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examination of the nucleus and of the nerve before entering the cavernous 
sinus showed these to be normal. The paralysis of the tongue remained tu 
be explained. Careful examination proved that there was no metastatic 
deposit in any of the nervous structures involved. Carcinoma of the 
brain is almost always secondary, and is very rare, but when it occurs the 
secondary growths are extremely numerous and very small, being 
recoguised only on microscopic examination. Weisenburg, of Philadelphia, 
has recently cited three cases of bulbar symptoms in advanced carcinoma, 
without definite change in the bulbar nuclei. This would favour the view 
that the symptoms were due to an expression of the profound toxemia 
seen in carcinoma, producing retrograde changes in nerve cells and fibres, 
the associated disturbance in function even preceding any anatomical 
change. 

Dr. Luoyp Roserts (Manchester) mentioned a case of Sour Ovarian 
Growtu. The patient was 27 years of age, and complained of pain, with 
almost continuous hemorrhage of a year’s duration. There was a solid 
tumour the size of an orange to the left and in front of the uterus. On 
operation this was found to represent the left ovary. The growth had 
invaded the broad ligament, on the one hand, and, on the other, had 
stretched over itself the parenchyma of the ovary. It was removed with- 
out difficulty, and on section was of the solidity of a uterine fibroid. 
Microscopic sections showed it to be fibromyomatous in structure. 


Dr. A. W. W. Lea (Manchester) read a paper, illustrated by lantern, on 
Tusercu.ous Diszase or THE Fattor1an Tubes (which appeared in the 
April number of the Journat). 


Dr. Forueraii (Manchester) asked if Dr. Lea had formed any opinion 
on the subject of the so-called hereditary primary genital tuberculosis. 

Dr. Buckiey (Manchester) emphasised the importance of an exact 
pathological diagnosis, and mentioned a case which presented all the 
clinical features of tuberculous disease of the tubes, but in which it was 
impossible to confirm the Ciagnosis by miscroscopical examination or by 
experiment upon animals. 

Dr. Firzceraup (Manchester) thought Dr. Lea regarded the diagnosis 
of the condition as an easier matter than it really was. In the absence of 
tuberculous disease in other organs he did not see how a definite opinion 
could be formed from clinical data alone. He preferred to remove the 
uterus along with the diseased structures by the vaginal route. After 
bisection of the uterus each half could be removed with its diseased tubes, 
leaving the ovaries, if possible. 

Dr. Briacs (Liverpool) agreed that the condition is more frequent than 
is supposed. 

Dr. H. Armstrona (Liverpool) remarked that amongst the post-mortem 
examinations at the Liverpool Infirmary for Children during seven years, 
he had only scen one case of secondary tubercle of the ovary, and none of 
primary origin. He had not met with primary tubercle of the tubes in 
children under 12. 

Dr. Lea, in reply, thought his personal experience of tuberculosis of 
the tubes might have led him to form rather too favourable an opinion. 
He thought the diagnosis could be made fairly well if gonorrhoea and 
other infective conditions could be excluded. There was no need to remove 
the uterus in every case, as this could be done subsequently, should it 
prove necessary. He would always leave one ovary and the uterus, if at 
all possible. 
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GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 
Meeting held March 22nd, 1905, Dr. J. K. Keuuy, President, in the Chair. 


The minutes having been read, the following specimens were shown :— 

Dr. S. J. M. Cameron: (1) Dermoid Cyst; (2) Chart of Case of Torsion 
of Pedicle of Ovarian Cyst; (3) Myomectomy—Torsion of Pedicle; (4) 
Hydrosalpinx with Torsion ; (5) Multiple Fibroids of Uterus; (6) Sarcoma 
of Broad Ligament. 

Dr. Srark: (1) Submucous Fibroid; (2) Patient with two vaginal 
orifices and hymens, two cervices, one uterine body, 2in. to sound. 

Dr. Batrour Marsua.t read notes of a case of Lance Hypro-NEPHROSIS 
MisTAKEN FoR Ovartan Cystoma. The symptoms began with an attack of 
sudden severe pain in left iliac region, and afterwards a swelling, the 
size of a large orange, was felt. This disappeared, but the swelling 
returned three years later, and increased in size until the operation—four 
years after first attack. There were no urinary symptoms, except frequency 
before the menstrual periods. The examination of the patient showed a 
large tumour, having all the characters of an ovarian cystoma. Urine was 
normal. On examination of the specimen, a phosphatic calculus was found 
blocking the ureter. 

Drs. McLennan, W. L. Rerp, Ketiy and Carstarrs Douaias discussed 
the paper. 

Dr. Jarping read Norges or Some Inrerestina Ossrerricat Cases. 

The first case was one of a Dermotd Tumour of the Ovary, obstructing 
Labour. As it was fixed in the pelvis partly below the brim, 
abdominal section was performed, the tumour removed, and the child 
delivered by forceps. The patient recovered. 

The second case was one of Hydrorrhwa Gravidarum in a case of 
Complete Placenta Previa. Patient had suffered from watery discharge 
during the latter months of pregnancy, dating from a blow on the 
abdomen. She passed clots several times, accompanied by severe pain. 
When labour came on the os was plugged with gauze, and Champetier de 
Ribes’ bag subsequently introduced. Version was performed, and a living 
child delivered. There was very little liquor amnii in the uterus. 

The third case was one of <Acecidental Hemorrhage in a case of 
Contracted Pelvis. The patient was admitted into the Maternity Hospital 
with symptoms of severe hemorrhage. She was markedly rachitie. 
Cxsarean section was performed, and a living child extracted. 

Case tv. Concealed Accidental Hemorrhage at the Fifth Month. The 
patient had an abdominal tumour of doughy consistency, extending to 
within an inch of the umbilicus—the pregnant uterus. There was no 
discharge on admission to hospital. The diagnosis lay betweeh a hydatid 
mole, and hemorrhage from a five months pregnant uterus. A week later 
dleeding came on suddenly ; the cervix was dilated, and the uterus found 
to be full of blood-clot. An intact ovum was attached to the left side of 
the uterus ; this, on removal, was found to contain a four months feetus. 

Casz v. Concealed Accidental Hemorrhage at Full Term. The 
abdomen was distended and tender ; feetal parts were not felt, and no feetal 
heart sounds heard. The os was half dilated. Forcible dilatation and 
delivery by version were performed. The placenta had been completely 
separated. The uterus was plugged with iodoform gauze, and saline infused. 
The patient recovered. 
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Case vi. Pernicious Vomiting in the Early Months of Pregnancy. The 
patient, on admission to the Maternity Hospital, could not retain any 
nourishment by mouth. Rectal enemata were given, and oxalate of cerium 
by the mouth. Two weeks after admission feeding was begun, and the 
patient gradually improved, leaving the hospital well. The uterus in 
this case was anteflexed, but no local treatment was deemed necessary. 

Case vit. Pernictous Vomiting and Scurvy. The patient was between 
seven and eight months pregnant ; she was emaciated, with a pulse of 116 
per minute. Areas of ecchymosis were seen on the left gluteal region. 
Rectal feeding was ordered. Ten days later she complained of great pain in 
the left foot, which became of a deep purple colour in the toes and half 
of the foot; the line of demarcation was very sharply defined. Some 
purple patches on the right foot were noticed, also on both elbows, the 
lobe of the right ear, the tip of the nose, and the angle of the mouth. 
Prof. Stockman saw the case, and pronounced it scurvy. The patient was 
fed on the juice of vegetables and raw meat juice. She delivered herself 
of a living premature child eight days after admission; it was weakly, 
and lived a few hours. The mother made a good recovery. 

Case vill. Rupture of Uterus. The patient was delivered by forceps 
in the Walcher position, and the placenta came naturally. Four hours 
after delivery she became collapsed, the uterus was contracted, the abdomen 
distended and tympanitic, and there was bogginess in the posterior fornix 
of the vagina. On opening the abdomen a considerable amount of fluid 
and clotted blood was found, and a transverse rupture about 1} in. in 
length in the posterior wall of the uterus. The uterus was amputated, 
and the cervical canal closed. The patient made a slow recovery. 

Dr. J. K. Keniy read notes on a case of Ovarran DeRMOID, WITH 
Torsion oF THE PxEpicLE, CompLicatinc Precnancy. The patient was 
admitted to the Royal Infirmary complaining of severe abdominal pain 
when about 34 months pregnant. A month before admission she was seized 
with severe pain in the abdomen, with sickness and vomiting. The uterus 
and a mass felt p.v. were raised up, and a pessary introduced, but she 
had a second attack just before admission. On operation a large dermoid 
of the right ovary was found, with torsion, quite close to the angle of 
uterus, the tube and broad ligament being black in colour. The patient 
left hospital well, with no evident disturbance of the pregnancy. Dr. 
Kelly quoted from similar cases which had veen under his care, and was 
of the opinion that in the child-bearing period the coincidence of pregnancy 
and ovarian cyst was much more frequent than is usually supposed, the 
most satisfactory form of treatment being early removal by abdominal 
section. Dr. Kelly showed microscopic sections illustrating his case. 

Both papers were discussed by Drs. Cameron and McBripg. 

Dr. Jarpine and Dr. Kg.uty replied. 
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An INTRODUCTION TO THE PRACTICE oF MipwirEry. By Dr. Heinrich Fritsch, 
Professor of Gynecology and Obstetrics, and Director of the Royal 
Frauenklinik in the University of Bonn. Leipsig: S. Hirzel, 1904. 
Pp. 467, with 73 illustrations. Price 10 marks. 


This text-book is the outcome of long experience, the contract with the 
publisher having been signed 20 years ago. The author does not aim at 
recording all that can be said on the subject of midwifery, but rather at 
including only what is essential, with such methods of treatment as his 
experience teaches him to be sound; as a consequence the book is 
absolutely free from padding. It contains much sage advice as to the 
medical man’s conduct as guide, philosopher, and friend to his patients. 

The author adopts the newer teaching that the sex differences are well 
marked in the pelvis at birth. He agrees in the main with the Born- 
Fraenkel explanation of the functions of the corpus luteum. As regards 
the origin of the syncytium, he holds to the old view that it is derived from 
maternal endothelium. He lays great stress on the importance of for- 
bidding the use of alcohol to pregnant women. He reverts to the old 
teaching that the upper part of the cervical canal sometimes forms part of 
the lower uterine segment during pregnancy, and says that it is in this 
part of the cervix that decidual changes are found. In twin pregnancies 
the whole of the cervical canal is often taken up long before the commence- 
ment of labour. He is convinced from his own observations that women 
who have a short intermenstrual period do not necessarily have a 
correspondingly short pregnancy, and vice versa. He lays stress on the 
increased liability to caries of the teeth during pregnancy, especially in 
cases where there is much vomiting. He strongly deprecates attempts at 
certain diagnosis of pregnancy in the first two months, as he has seen many 
such cases abort after “careful” bimanual examination. In the prevention 
of puerperal sepsis he emphasises the importance of careful cleansing of 
the genitals and the surrounding parts before and during labour, and of 
the exercise of patience during the third stage. He gives the very sound 
advice that more harm than good is done by inserting the fingers into the 
uterus to remove a retained portion of chorion. He objects to any but the 
smallest doses of chloroform being given in normal labour. A point not 
often noted in books is that constipation during the puerperium tends to 
cause retroflexion of the uterus. He has seen little good result from 
induction of abortion in chorea in pregnancy. He considers that daily 
corrosive sublimate baths for a week give the best result in congenital 
syphilis with cutaneous manifestations. When the skin is healthy, he 
gives three courses of calomel treatment, each of three weeks’ duration, 
and considers the prognosis good if the treatment is thoroughly carried 
out. Eclampsia is in itself an indication for emptying the uterus, and 
the best rapid method of doing this is by vaginal Cesarean section. He 
considers Bossi’s dilator a dangerous instrument, responsible for deep 
cervical lacerations. Like most German obstetricians, he has had a large 
experience of such lacerations. The method that he has adopted for the 
treatment of severe bleeding from lacerations, after giving a trial to many 
others, is by bimanual compression, the lower hand pressing the labia 
firmly together and pushing the whole pelvic contents upwards against the 
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other hand, for half an hour or longer. He has found treatment by 
sutures unsatisfactory, as the bleeding point is often in the paracervical 
tissue, not in the cervix. He does not advocate bipolar version in 
placenta previa. If the cervix is partly dilated, he prefers to use a thick 
rubber bag to complete the dilatation, but says that the bag, when used at 
the beginning of labour, cavses unbearable pain. This must be an unusual 
experience. 

We can thoroughly recommend the book as a good type of German 
text-book, readable, concise and fairly complete, interesting and instructive 
to the practitioner, but not suitable for the English student. 


GyNnixotocie Fur ARzTE unp StTupIERENDE. By Prof. Nagel, Berlin. 
Second edition. Berlin: H. Kornfeld, 1904. Price 10 marks. 


This text-book of Prof. Nagel’s is of a type most useful to both classes for 
which it is intended. It is pre-eminently practical in its teaching, though 
the scientific side is never lost sight of; it is not burdened with records of 
cases; only those operations which have been proved by experience to 
have earned their place are considered, and a detailed description is 
reserved for those which are of major importance. There is no special 
section on anatomy, but before each chapter is a short description of 
the principal features—both of gross and of microscopic anatomy—of the 
part under consideration, so that the student reading it does so with a 
fresh impression of the anatomical points before him. The first few 
chapters are devoted to the methods of examination, the instruments used 
in the various manipulations and the anatomical relations of the organs 
and structures in the pelvis. The diseases of the uterus are first 
considered, and here, though the author appears to devote more space to 
the consideration of the various displacements of that organ than their 
small importance deserves, he is careful not to give the reader an 
exaggerated idea of their place in the causation of pelvic disorders. The 
classification of chronic endometritis is always a difficulty to the teacher, 
and here Prof. Nagel is anything but convincing. The only difference we 
can detect between the endometritis glandularis of Fig. 33 and the endo- 
metritis follicularis of Fig. 34 is that the latter is printed somewhat more 
darkly than the former. The account of ectopic pregnancy, given under 
diseases of the Fallopian tube, is an excellent resumé of the subject, though 
the writer remains sceptical of the occurrence of ovarian pregnancy, and 
prefers to look on it as still non-proven owing to the inaccuracy of the 
anatomical descriptions; he singles out the case of Anning and Littlewood 
as an instance of the deduction of ovarian pregnancy from very slender 
premises, but has not quite correctly quoted their account of the specimen. 
The other chapters are all up to the same high standard, and in every 
page may be seen evidence of the author’s wide knowledge of recent 
English and French literature, and occasionally even of the specimens in 
the museums of the London Hospitals. His plan of illustrating the steps 
in the principal operations by a series of plates at the end of the book, 
which are arranged to open out and be read with any pageis much less 
distracting than the usual diagrams scattered among the text and 
entailing reference to other pages than the one being studied, besides giving 
better plates and in a form more convenient for a rapid survey of the 
operation. 





